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FINAL REPORT

STATE IMPLEMENrION GRANT

MAJOkACCOMPLISHMENTS

A. Introduction

In FY'81, the Maryland State Department of Education was

lrwarded a one-year State'Implementation Grant (SIG) from the U.S. .

Officeof Special Education to support planning activities
.

related to educational services for young haddicapped childrent
t P.

This grant enabled the Maryland State Department 5/Education.,

Division'df Special Education, ProgramOssistancejand Development

4*

Branch, to initiate the inferagency collaborirve activity for

the development of a comprehensive plan for ensuring lquality

service§ for handicapped children 0-3. This mission was

,eespecially timely as FY:8I 1September 1,4§80) marked the

beginning of mend ted kervices to the birth to age three'

,population Under OMAR 13A.05.01. Prior to this date, some of

the. state's 24 local sthool systems were,providing some degree of

services to thi§ age group, thus demonstrating local support'to

the state'i,Comniitment to early identification and ippropriate

special edutation at the earliest possible time.

The planning' process for this project was guided.by the

working draft of Com rehensive Statewide Plaarilmu_l_Beference

Guidefor Plannin Services fo Preschool Children with...204121

Needs drafted by SIG Project Oirectors, Handicapped Children's

ItEarly Education Program (HCEEP) Technical Afisntance Staff, and

,Federal Project Officers. The following steps-were iMplemented:

\
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'- Definition, of Problem

- Analysis,d Problem .

.7_044fftc.a.tion of Coostraints_qmi, _

-gesourtes -.far -0-Tioni-ng

e; Securing of Admfnistrative Compftment

- Ideptification of "Participantt

= AWs Assessmeit
- Probleatonsensus
- Pniorities
- Formulated Goals and Objectives

- SpecifY,Tasks

The planoing-process _as frell as the implemeAtation,of 004

grant was significantly aided by 'the. support, assistance and .

-

,\ guidance aeielected staff from :the Johns Hopkins UniverSity.
,

...-.

i As' the reiburces avai 1 a bl e 'to pro0 de special i zed servi ces,

.,-
,-

to this tirget population ilarted, markedly among the-LEAs, the..
,

.

need for the state and key human serv
0 ,

delivery, agencies to'

give direction . became appare4 School supe ntendents,

'dtrectors of special education, state And, local school hoard
,

members, medical social services', and college- and University

professfonals,parentsand%advocacy_gromis !Ought informatiOn __and

clarification of issuei regarding the educatian- of handicapped

infants. Stile of the iSsues raised are reflective of the

embryonic stage of early intervention for haodidapped children,

and cannot be definitively retolved given the. urrent stateof

' 4 research atid knowledge: .HOwever,. Aexeral ?critical jssmes 'were

A targeted .for careful cOnsideration by an interagerit4 consutting
-

.
group.tn -an attempt td WM a framework upon Whith local school,

systems could 'iuppori Aual ity earlY iptervehti Irogriths'..,
.

4.

t.
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'B. State Im lementation Grant'Consultaht Panel.
0...

The first sage Of FY'81 SIG planning activities-retulted in

'the -identifIcation -0-agencitis whosé functions were considered to'
. #.4

have the potential, for ttilificant impact on'the quality of life

arid developmeltil .poteftial of,handicapped,infants.. 'key .

.
S

.
.

: .,

individuals from three'specific agenctes wete selected based on
.1., .

.

.

, i.

their4 professional expertise and airthorization by.the policy

making administration of each agency. Tht state agencies

.participating,were

. 4 -
. . , ',...c

- :
Ma'ryland State Depattme of Elducatión (MSQE).' .

.,
.

.

Maryland'State Depabtmen.5, of Mealjth and°Mehtal(jiyglene
. .

.(öHMH),
,.

,

'MarylandState Department of,Human ResOurces (DHR)

r . ).

Maryland'$tate Council for DevelopmentatVisabilities (DDC)

4 / le

,r* .4 ,

AdministratIve.support was obtaiadfrom the directurs'of -

,

these'agencies.
.. .

,

The professional background Of'the partiCipanti intluded
. " -,.

.. I 4

special.educatton, regular educatien., ryfrents, pediatrics, social
,

4't .

-

work, and advocacy. Three reprqentatives, of early intervention

.programs, both iub ic and prtvate Were selected. These
,/ r;

individuals, r resenting Anne ArUndel County, Cecil 'county, and

MontioMery County, (private sector) aise.brouglto the group tfle

disciplfnes of psichologY, special' aducition,and speichilan uage -4

(
'-pithology.

, *4

.4

,
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'Participation. from institutionof higher educatiotiand the
4

\-- Maryland State Teacherls'AssociatiOn was gained to insure
1 '7

represerttatiOn by direct"services proOders (teachers). fhis
:, I

.. , '.
_protiidk...an....additiOnats_limension to_the _T.:min_ partidtil-arl; in the'

4..-

. . .. .

areas of ,preservice and-fin-service preparation..
, .

Two'famil i es representing 'Parents of handicapped infants
, ,

also played a valuable part in the coffiposition of thts group as'
4: 1

. Q.
.

knowledgeable consuthert of services. , These parents receive,
. . . t .

. .
educational services Prithin their homes from a local, education

agency-.

'SIG personnel, 'headed by the prOjeci'dfrector, provided
_

coo-rdfnation to the group and acted under the administrative'

'leadership of the

Education aa' the"

Bt :anch; :roi vision

,

Assistant State Superintendent' foi- Spec/al
., :. . VI

:.

Chtef Program DevelopMent. and Asiistance
.

f, Special Education.
.+

Other MSDE personnel, including an interagency specialist,,

an early diildhood special education specialist.;end

in parenting completed the composition-Of the SIG.TConsultant

_ .

Fuil' group-monthly meetings.began, in Jape.ry;. 1981 and
. c-

-

continued' through June; 1981. Addi tiooal work sessi ons of smal

6,

'

, -

tisk forces were scheduled.

-chatie of 'this group; issued by ris: 161-tha Irvin, ;
I

Assistant
I
Siete Superintendent, Division of Special Education is

-

, liSted belOW:

CHARGE::.
:

Ilecomendations should focus on handicappe hildren

4

;

have one t':ormore disabilities a' defined (P.L. a'nk
*-1.=

Maityladd `8.ylaw 13,61401. Specifical ly, the charge td the--

Panel wasto: '

ft*
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Ideritify possible areas Of4;;Je;agency col

for example; referral,4screening, evaluati

seviCeAelivery.

1Pevelop recOnimeAded.procedures in the identified areaS

4

t.

11

laboration,

on, and joint
. 5

for serving tdicapped children from lArtnthrTgh.age
.

two.

--This,Panel will coultillue,to serve this proposed project.;

.during FY '82t

C. RitelskeTt of a Matrix of Services..
,1 A

:The firsf step in.the development of a'plan was to,identify

the existing' sermiceS available in Maryland-for hapxlicaPped

, .r.

chfieen troll) bieth'tb age three And their: families. ,Members of

.11

,the SIG Consultant Panel kovideclinformation reOrding tyuPevo

services , gbjiit, procedures, for a&essing, and contact

,

,

persons. Parents ." other' consurlers provided additional
!

J

informatjon on agencies and .eommuditx,groups whtch provided ("m''

4

S.

supportYand assistance for chdldren and their families. Appendix

A, cdntains the Matrix of Services develpped by the SIG';onsultant

. panel.

D. EtigUEMIL.2.f. ;I:Plan , .

(
)

,
Numerous steps wereIlken

7 ,

, deyelopment of the draft -plan.

In

0

to set: the groundwork for the

They inClueed:

clarification of the 9iarge o the SEG consultant

t

Clarification of terminology i.e., special educaboion,*

Panel,

handiipping conditions, t

4.

4.

S.



. .

identification of limitations of the SIG Project,
A

clarification of Maryland 's Byldw as it relates to

educationalservices for handicapped infants,0
e4

id6tification of exlsti.ng educational ser*vites for

4

,infants in Maryland's 24 local.school systems;
TAR

- clariftcation of MSDE commitment to education services
.\

or handicapped infants and their families i.e., Child

Find Network, InserVice Training, MSDE Eanly Childhood

'Staff,
f,.

clarificbtion .of the role of nop-public schools for the

provision of educational services for infants, and

S.
identification of the state,Of the art in areas such as

teacher training, teacher fértification, screeninb,

assessment, program models.

,The next major IcCoplishment was the identificatiOn of majori

.
problems/issues generic,to the provtsion of educational services to

handicapped infants and their families. Sbine of the problem identified by

the panel merec
A

peed for increa'sed Oublfc,awareness;
f

need.for a'i0e4y/ireferral 'system among agencies,.

ne64 for a sYstem tOhare health.words, test results

and progress;data among alencies,

- need tor a systemAo track children who were considered

)to be "dt tisk",

41,14", need for comprehensive preservice and inservice

training of,teachers apd other school related personnel

c,

who? work With handicapped infants dhd their families,

- , 'need agreements,to share the costs for services,

1

need for expanded servicps for potential parehtsatld

,pareots of handicapped infants.

6

k



These problems/issues were4narrowed to focus ontopics which could be

addresked by the consultant-panel Auring FY 81, the areas 'were:

Child Identific.;tion 0

Screening
.,

Assessment

Training

1

The Consultant Pa1iel with the assistance of staff from the National

Association of State tJirector of Special Education (NASDSE) identified

major goals and objet ves in the:above areas. These goals and objectives

were to ultimately r sult in improved services for handicapped infants and

their families.' N , tbe Panel provided recommended action'iteps for each

objective.

All recommendations were coyi,ted and organized by,SIG staff and an

intern from the University ofMaryland, Deriartment of Special tducation. A

drafilplan was prepared for4he consu tant Panel cores were also sent to,

those who. were unable to participate as panel members, and to the MSDE
$.

Early Childhol - Special EdiAtion Consultant Seam. RecOmmended thangei

were incorporated into the final draft which is found in Appendix .

t

The draft plan will be'expanded during FY'82. An effort.will be made

, t p ot portions of the plan in local school systems.
7-\...

E. Infant S m osiums. State of the Art of Services for Handicamed

Infants'
.

4 The Maryland State Department of Education in 'cooperation

witt; the alms Hopkins University conducted an "Infant Symposium"

. .,.
.

on August 13-14, 1984. The purpose of this symposium was to

...N
.

provide a forum for professionals of national, state and local

significance to respond to critical issues,pertinent to lanning

I

and implementing early intervention programs. The followi g

areas were addressed.

10 -



Child Ldeptlfication

ScreeningA

Assessment ,

t, .

Partnerships with Parents

." ProgramcAdministration

Fiveconsultants were selected. o address'Critical issues identified
IP

by ,the'SIG Consultant Pandl and:the LEi Tom., Each consultant was

S

required to prepar'e a paPer to be given during the Symposium. SIG staff

/elected membeil's of the consultant team, LEAsepreientatives and university

,
representatives to respond to the papers during question-answer sessions.

' The Symposium was attended by eighty-five participdhts from state

agencies 'involved in\§ervicets for young handicapped children,and their

familips, local school systems, private schools, universities, hospitals,

health clinics and parents,of handicapped infants.

The retults of the evaluation data indicated that participants found
4

the conference extremely helpful to their work with young handicapped'

children and their 6milies.
,..,

4 The papers presented by the consultants as well as the rec6mmendations
'a....,.

(which were provided during the question-answer session will be published in

,

a proceedings paper. This paper, whtch is being edited, will be

'distributed to all participants, supervisors of's0ecial education and

'

membersof tht SIG' consultant panel.

II. MAJOR SUPPORTING ACTIVITIES

A. Local Education_aga.112112iut Team for EariLaillsOood S,215.1:41

Education

A mqeting of the LEA Input Team was held in February 18,

1981 to review thp accomplishments of,the SIG)validaie the .

direction of work and make recommendations for the ongoing

.

development of a tomprehenLyp plan and procedures for services

for'handicapped'childrpn from*birth to age five.,

k



This panel will continue to serve this proposed project

during FY '82.

B. Needs Assestment Surla_of.Local Schoollystems

In the Fall of,1981, the Asststant Superintendent for

Speciaf Education requested that each LEA be surveyed to

determine the nature and scope of services-being provided to the

birth throug five population, with special attention fogusee

;on the birth to three,population. The objective of this mission

was to gain inforTation concerning ihe following:

r
° Referral Process,

O Handicapping conditions represented,

O Services delivery model(s) employed,

,Composition of,team (disciplines),0

o Nuters served, .

o Teaching methodology/curriculum used, f

O
.

Frequéncy/lengh of service,

O Parent.Involvement Components,

Interagency Collaboration,

Additionally, this visitation served to: (1) identify

issues considered to be critical by administrators and direct

A0
service providers; (2) identify technical assistance and

inservice needs..

Information-collected from th.is activity was used in the

selection of major areas of focus for the FY '81 grant period. '

In addition, this inforrnattanwilt-be vital to the grant

activities for FY '82.

0.

-)"

'
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'These'visitations conducted by SIG/early childhood

personnel in cooperation with MOE regional admfnistrators, took

the form of a structured interview with onsite program

observation whenever possible&

,
The outcome of this codprehensive effort yras an inhouse

'document whieh assisted SIG end' Early Childhood staff in

designing Strategies to meet identified needs among the local

school system, and in determining the focus and parameters of the

0state plan and procedures.

Several commop areas of concern emerged from this needs

assessment activity:

.1. Need for increase funding to serve 0-3 population

2. LEAs, especially those in nonmetropolitan regions face a

, serious shortage of appropriately trained personnel.

3. Recruitment and hiring of physical and occupational

therapists cont.inues to be a statewide problem.

4. :Clarification af screening and assessment_ procedures for 0-3

Ipopdlation, with appropriate training being provided in the

identified instrUmenis.

5. Increased communication with medical.commubity to foster

I.

/ complimentary delivery of services.

6. Sharing of information andreso esron a regional basis.
_

7. Assistance in deoloping expertise in parent training and in

-

lb
building parent/profe onal partnerships.

411$

,
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C. Dilt.aildhoodan.c..eptilp...er

9-

SIG and early childhood personnel developed a concept paper .

addressing some of the characteristics of quality early

intervention services and outlining the philosophy and guidin.g

assumptions that underpin the need for this service. This

40document, is found in Appendix C. Although not all encompassing,

Is paper does reflect a secure position upholding the parents'

right and responsibility to be the primary teacher of his/her

handicapped infant and the appropriateness of services rendered

to the child in the least restrictive environment. Additionally,
,

the efficacy'of early intervention ii supporte<11, both in terms of

fostering oaximum developmental potential and in possible

reduction or eliminatOT of services in the later years of

education.

Review of the Infant Related Materiils

To assist with the development of a statewide plan for

education services for handicapped infants and their families a

variety of educational materials were reviewed. Materials such

as books, training,manuals, films and test instruments related to

the areas addressed in the di-aft plan were reviewed ty the SIG

staff.

Select resources were purchased and used in the development

of the plan and for the provision of inservice training,-



E. Eilles1125.11212.

The Technical Assistante Development System (TADS) has

supported the SIG activities in sevgral ways, both contractual

and through numerous informal, interactions.

Specifically, TADS has provided:

I. Literature,searches concerning the efficacy 1014etrrly

intervention,

.-\\Information concerning state plans, procedures and

guidelines for those states mandating serviceto the

bi to three population,

-Apdated listing of curriculae, media and pant

training materials,

4. Assistance h planning and implementing the Infant

Symposium.

F . alte_ipaussalissiyittg

SIG personnel,,in collaboraçlon with MSDE,staff assumed a

leadership role in initiating and tiporting a variety of

cooperative interagency approaches to hild Find,',joint service

del.iverAand related multidisciplinary t aining activities. ,

Input from a broa'd range of agencies involved in the state's

service delivery system has resulted in proposed interagency

strategies that, when implemented, will result in an increase in

appropriate referrals'and eliminate duplication inthe screening

and assessment pr cess.

This comprehe sive and coordinated approach to Child Pin

Will ultiMately res lt in joint service deliverSi: The,fóllo

are some of.the FY ' 1 activities to be'iefined during FY 82.\

, \

12
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G. Coordinated Health Referral:

There has been a need for an increase in participation

by health and family related programs in the development and

implementation of Child Find activities rot' handicapped

children beenning,at birth. Various health related

agencies, particularly local health departments, hospital
,

neo-natal programs, gnd the school nure program, have begun

to-work With the. SEA, and LEAs, to clarify the issues of

referral and screening.

Meetings have been held throughout Fr '81 between staff

of the'Preventive MedicineeAdministration, DHMH, and'the

Division of Special pucation, MSDE. .Staff from DM:IN-have

participated in meetings and inservice training for Child

Find coordinators.' A draft referral process for the state

neo-natal program has beencdeveloped as parl,of what will

become a comprehensive apprdach to bow health personnel can

'refer young handicapped chjldren to, local 'school systems..

This proposed referral system will be refineeduring FY

'82 and included in the statewide plan. This referral

dstem will provide guidelines for health personnel to

readily access special education and related 'services for

yming handicapped Children and thetr families. .The systeib

will also aid LEA special educition personnel in referring
,

t,'
yoUng handicappea children and their families for healtb

servites. 1.

e
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1. nrylandltatejihool Health Council:
. -

During 1980 the Maryland State School Health Councill.
44.

joined in a collaboratiye'effort with the Divisilon of

'Special Education to sponsor a conference whtch included

physicians, nurse?, supervisors of local spe cial education

departments and local health officert. The purpose of'the

conference was to'address a variety of.issues selated to

delivery of ser vices to young. handicapped children.' The

first-step ih developing a collaborative,approach tietween

health and education Was to identify the target audience for

each program-and to identify the referral Procdis.

, This effort,..rasulted in a number of tubsequent

aCtivities which'were targeted to Chip Find activities

within health,agencies.

2. hmerican Academy...of Pediatricsprolect:

The Division of Special Education in cooperation with

the AmeriCan Academy of Pediatrics conducted the-Physicians -)

Training'Project which served to olent physicians relative

to the,education of children with school related handicaps.'

Training was prOvided for twenty physicians on October 7-9;

1981.

One, of the primary training *objectives fors- the training

was to familiarize physicians with the refenral process,

"criterio, for*placement Of ahandicapped chttd i.nto special

educatiOn, the phytician's role in sceening,

-Identification, assessment, and available educational

services for-handicapped childreri ip Maryland. Two members

of the SIG Consultant Panel'participated in this jotnt

medical/special education training project.



3. Rmlamelallisabilities Council% )

a
t 4.

The Division of Special Education participated in and
i

, supported the 'activities of the Developmentat Disabilities
, . .

*
.

Council. The Council consists- of many agencies and*consumer

. - grbups that.are involved in the Maryland service delivery

. .

system for-handicapped-children. Several members of the
e

Division attended both full Council meetings and

participated in task force meeting's rldgularly. The Council

is represented on the SIG Consultant.Panel. Durfng FY'81,

the Division supported the efforts of the Developmental

Disabilities Council o develop a process of voluny

.registration of specific birth conditions'in order to

'provide information and support.to parents in accessing

available sices. This'registralons. sipnificantl\y,aid

efforti to provide early and appropriate services to

halicapped children, beginpirig at birth.

.4. Agreements:

During eY'81, the Division worked toward developing a

cooperlativeagreement between the Marylaild.tate DeOrartment

of Education, Divisfon of Special Education,'and the

Maryland Staie Department of Health and Mental Hygtene.
,

Crippled Children's Services, S.S.I Disabed Children's-
.

Program (DCP). The emphasis is onthe coordination of

individualized education programs (TEP) and individual

service plans for referrals of handicapped children under 7

years of age,

a

15
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The Department of.Education (thnpugh local school

systems) and thf SSI/DCP will refer those handicapped

children to the appropriate agency/resource for supportive

services. All referrals from an educational agency. will be

for handicapped cVdren age birth to sixteen years of age

who are receiving AI benefits. Referrals will be made to

-the ap'propHate caie manager of the SSI/DCP according.to the

child's geographical location (home) with feedback to the

,school system'ihdicating additional services and case
*

status. Referrals to an educational agency for Aipecial'

education services will be coordinated through the local

ild Find Coordinator or adminiitrator for special

a ucation with-feedback from the local Child Find

Coordinator to-the SSI7DCP case mahager indicting follow up

services chool placement, etc. Referrals of handicapped

ill b accepted for those children birth through 20.years

.of age: 'Appendix 0 Cont4ins a copy of e aireement.

The Division'also provided technical assistance to the

Prince Georges Boards of Health and Education in the

developmeht of'an agreement Which addresses-the provision of.,

school health services and referral procedures for chilaren

receiving servtces through bot h systems. Both of thepe

agreements may serve as a model for the development of

similar procedures between health -and education agenties at

the local level.

1
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5- 11.50.2.01§.11.1.1a.11414ST:

The Division of Special Education maintained a liaison
,

with two area hospitals which provide genetic counseling and

support lor parents and handicapped children. SpeOfically,

a liaison was initiated during 1980 with,.the Johns Hopki.ns

4e.
University Pediatr1c Genetics Clinic, Baltimore, Maryland,

for the purposes of%
.

.

q; .

training seiert.early childhood:speciV education

teacheft in Baltimore City, BalttmoPe Courity,.and

Anne, Arundel -County

"*
maintaining a referral system for ,vppprt services

and trainilfor-parents, maintaining a referral

system to local. special Oucation prog'rams.

ta idditim4 cooperation with the Johns HopOns

Hospital Clinic has been expanded for the parpose-Of

creating i climate conducive to coopgratIve efforts between

the fields of health an'd education. One goal of thi's

liaison will result in a holistic approach to aiding

families of childfen' with,a genetic digorder. By developing, .

a coordinated refetral plan for comprehensive service
4s

,

between education an4\ health it is expectdd that this goal .

will bOome airealltr. \ .

. A
Staff odthe Pediatric Genetics Clinic, Johns Hopkins

University, have puticipated in two state initiated
4

inservice.training programs conducted in September, 1980 and

March,4981. ApproximAely 80 administrators participated

in the Session conducted bj$4 staff\of the4Genetic Clinic.
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In addition to the liaison with the Johns Hopkins

Hospital program, collaborative activities have also been

Acoucted.with the Genetic Counseling Service of,SinaF

kOspital, Baltimore, Maryland. Ahis liaison has'resulted

a referral system; as'well'as inservice training for
*

14arylarib teachers and related Service providers.

Specifically, project stiff neve parti'cipat'ed in a

conference entitled "Downs Syndrome for Parents and

Profeisionals" conducted on November 16, 1980.

s,

212120111v
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During FY'81, the Division was involved,in a varietiof

.

initiatives to explore ways in which school sYstems could be

, integrated into and benefit from the implementation of the

Early and Periodic Screening Diagnosis and Treatment (EPSDT)

Program. A meMber of the SIG Consultant Panel is

represented on the Governor's Task Force on fPSDT. Many of

the diagnostic services provided to the Medicaid eligible

child through the EPSDT Program can result in the

identification of young children sufrected of having a

handicapping condition.

During FY '82; the SIG Consultant Panel will review the

accomplishments of file preceding activities with'

consideration of both the process and outcome of each

actiiity. Th'us, these activities, although specific to tbe

areas of Child Find joint service delivery and referral,

may serve as models of interagency collaboration for other

identifled areae, such as personftel*preparation and parent

involvement in early intervention.



Ill. SUMMARY OF RESULTS

4
.

The following lists the three objectivs of the FY'80,project and a

/1 .
4

summary of the'results.
4

: . . .

. ...

Objective 1A - Create an interdisciplinary consettng, group to

.,,
. t

.

t
,

. examine issues related to deltvery of%services for handicapped
. ,

children from birth to age Viree.

A

A Consulant Panel was identified and ahministrattve support
4

- was gained ftom respectiqe agencies. The'Consul6nt Panel

provided input for the development of a matrix Of services

(Appendix A) andrecOmmendations for the'statewide plan. The.

,

panel was instrumental in the review and revision,of draft plans.
4i

Objectives 2.0 ConduCt awareness activities with the LEAs and

related agencies in support of approved procedurep

This project resulted_in:

(1) a draft state plan regarding educational services for

handicapped children from birth to age 3, and
.

(2) recommended tasks for achieving the goals and objectives of

the draft state plan.

liany of the strategies outlined i/h the plan are directly

applicable to improving service delivery system for handicapped

childr6 from age three Ihrough five.

Further, the maintenance^of a working ibteragency consultant

.
el improved the communication network among;agencies conCernediu

A

with services to young handicapped.chiidren and their families.

dPit
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,. The plan and procedurgs resulting from this project were

tailored to the' specifi4t needs.of Maryjand's state and local

4 .

education agencfe's. However, numerous other states serving young

handicapped have regUested copies of Maryland's.draft plan.

The following activities Were conductedto increase understanding of

this project..
, A

rm
- an early cftildhood committee, mposed oltLEA representatives,

44s forraed to disseminate info ation fpgarding the SIG Project.
.

Numerous presentations were made at national, state and ldcal

:conferences and meetings',

r,
gIG staff condbcted.a needs assessment within Maryland's 24 Ilk'

relative to planning for handicapped children from birtb td age

three.

SIG staff provided technical assistance and developed information

If

packages relative to plannihg for young tiandicapped children.

23
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Agency/PrZiMs1

S.

Afternative
Community Living

Arrangements

Si

AGENCY SERVICES

Resigantial
Services

School
Aga

SERVICE AREAS

\Pre7
School

Child
P Development

Case
Manage
ment

Nonvocatiunal
Social Davalqpmant

)Identification Treatment Support

Private/Other

0

8

Loco) Assoc. for

Retarded Citizens

3

8

F
a.

8

United Cor. Palsy Assoc

Epilepsy Assoc. of Md.

Md. Society far

o Autistic Children

(hoar!! Program

Centers tor Handicapped

x

'X

University of Maryland

° Local ACID

Hearing & Speech Agency

League tor Handicapped

,X

AIII10.1.
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STATE PIAN

)

State Implementation Grant
Maryland State-Department of Educatton

Draft Plea for Services for Handicapped Children
Birth to Three Years

, (

4.

The purpose'of the plan is to support and structure the commitment of

MSDE-to the provision of comprehensive 'services for all handicapped

children birth to age three. Pursuant to this,purpose, the SIG consultant

panel has generated 'recommendations addressing,issues concerning:

Development of Public and Prof'essional Awareness of Child Find Activities,

Screening and Assessment. The following is submitted as a working paper

for discussion and review by SIG panel participants, NASDSE consultants,

'LEA Input Team and MSDE personnel. The plan details goals and recommended .

activities at the State level, with implications for expansion to local

levet activities:

Many of the'action steps cited in the draft are presently underway as

Maryland. completes its first year' of mandated state wide.services for

handicapped chifdren..

32
26

i 1 '

40

0



Ms. Carol Ann Baglin
Maryland State Department

, of Education

ir Ms. Káte4çrss1ey .

Maryland

of EducatiOn

e Department

Ms. Lin Leslie
Maryland State Department
of Education

Mrs. Frances Witt
Maryland State Department
of Education

Dr. Paula Bell
University of Maryland

Mr. Edward Feinberg
Anne Arundel County Public Schools

11,,

CONSULTANT PANEL FOR

STATE IMPLEMENTATION GRANT

Susan Cassidy-Bronson
Cecil County Public Schools'

,

Ms. Diane Petersen
Maryland State Teacher!s Association

.

6

Mrs. Marian Monk
Department of Human Resources

Dr. Polly Roberts
Department of Health and
Mental Hygiene

Mrs. Catherine Roggio
Maryland State Planning Council

on Developmental Disabilities

Mri. Barbara Strickler
Centers for the Handicapped

Parent Participants

Jay ar-td Susan Oakley

7727 B.,Nelson Loop
Fort Meade, Maryland 20755

Siephan and Susan Louis
2928 Chestnut Road .

.Edgewater, Maryland 21037,

t3

27,,,

I.

DRAFT



Goal Statement

I. Public and professional awarenest of Child Find activities and '

,

special education services for handicapped children birthlo three

years will be developed.

II. .Child Find activities will be implemented.

40

III. All children birth to Wee years who are sulpected of having a

handicapping condition wil,1 be screened.

IV. All chflaren birih to three'years who are referred for assessment or

-positively screened for a potential handicapping condition will be

assessed.

1

.,
4

DRAFT

3 4
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Definitions andJurpose

.
The following definitions and purposes are specific to

handicapped children, aged'birth to three, and services to that

population in the State of Maryland, and are not intended to be broad

or general.

Child Find Public and Professional Awareness

Definition: Public and Profesilonal awareness is the ongoing priless

4*

of informing the community concerning the availability and value of

speciai education services for excepti.onal children birth to three

years.

-

Purpose: The purpose of public 4nd professional awareness is to

:inform and educate.community members concerning the right to a free

and appropriate education for all handicapped chtldren ind to generate
,

,referrals to Child Find.

DRAFT
Child Find Activities

Definition: Child Find is the ongoing process of locating children

suspected of being handicapped and referring these children for

appropriate evaluation services.

Purpdse: The purpose of the Child Find process is to seek out and

locate children su'spected of having a handicapping condition who may

be in need of special educoation and related services evaluation.

41

29
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4 Screening

Definition: Screening is the ongoing process of identifying children, \

from the general population, who .present a reasonable likelihood of

having special educational needs.:

Purpose: le purposP of screening activities is to gain information

about children, referred through Child Find activities to determine the

need for a thorough assdssment.

4_

Assessment

__Definition: Assessment is defined as the systematic process of

multidisciplinary evaluation which measures a child's performance,

against established standards. I is process restilts in a

description V the child's unique4behavioral patterns and style of

performance and his or her ;level of functioning, including strengths

and weaknesses, in sensory, developmental and social/emotional, areas.

Purpose: The purpose of assessment is to collect the information to

determine the presence and nature of handicapping conditions, and to

-support recomendations for the design and implementation of

\
a ropriate interventi or programming, including level of service,

pro Mon of 'related services, instruati.9nal objectives and teaching

strategies.

a

RUH
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Child Find Public and Professional Awarenets Development

1.0 Goal Statement: Public and Irofessional awaaeness of Child Find

1 activities and special bducation se t
44b
for handicapPed children

..birth to three years will be devel ped..

"41

,1.1 Objective: To develop avd i plement a system (model) to build

public and professional Atar ness.

Action Steps:
1

1.1.1 Identification of SEA personnel as coordinator(s) of the ,

system.

1.1.2 Idotification of all agencies to be made aware of Child

Find and specia education services. The agencies to be

contacted directly by the most appropriate means will

include, but not be.limited toi

*
o Local- educational ag:ncies

o State add County Public'Health Agencies

o State and Local Social Services Agencies

o Private schools and day care centers

Regional and local Head Start Programs :1

o Inttitutes of Higher Education

.40"

o State and LoCal Public Service Agencies

o State and Local Public Information Outlets

o Department of Mental Health

o Private physicians

o EPSDT Providers

Hospitals servfni infants

Hot L

31
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1.2 Objective: To prepare personnel to conduct public and

prOfessional awareness activities.

Action Steps:

1.2.-1 Development of a trainer of trainers

content:

DRAFT
specifying training

o goals and objectives.of training

o format of training (formal and informal)*

o duration and frequency of training

Content will include, but not be limited to the followinrd:

o How to develop a local network of agencies (involved with

population of birth ta three year olds) for purposes of

information sharing.

o How to identify target 'audiences.

o How to use formal and informal informati2,channels.

o The nature of normal child development.

o The nature:of exceptional developmental patterns.

o Early signs of exceptional developmental pattels.

o rty need for early interventfron.

o The scope of special educational and related services

o "How to contact persons regarding services.

o Information on the right to a free appropriate edusption for

the handicapped.

o 'How to eval
)

ate awareness activities at the local level.

1.2.2 Implementatio of New Directions for the Handicapped - Physicians

Trainind Project.
..

1.2.3 Implement staff development model.



%."

4

\ I V '. I ,

1.3 Objective,: To develop cooperative liaisons with state agencies

involved with populations of-young children.(See Apperidfx B).
1,

:Actton Steps,:

1:3.1 Identify types of personnel in agencies:who will be ,

appropriate for liaison activities.

1:3
7

Recommend uppOrt from MSDE specialists (graphic arts,

information) to assist in"campaign implementatioh.

/1.4, 9bjective; To develop a.system (model) for using support
. 0

services in an effective public and professional awareness

campaign.

DRAFTAction Steps:

1.4.1 Identify public information resources -at state add local

levels.

1.4.2 Identify and/or produce prineand media materials,for

dissemination, with interagency input and peticipation0

1.4.3 Share of pryduced documents within and among agencies (See

Appendix B).

1.4.4-Evaluate and revise materials if necessap.-

1.5 pbjectiye: To evaluate the effectiveness of the public and

professional awareness campaign.

'Action Steps:

1.5.1 Determine crieria for evaluation.,

1.5.2 Compile data

1.5.3 Revise protedures as'neteSsary.

,
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II. Child Find Activities

2.0 Goal Statement: All potentially handicapped children aged birth

to three will be located and referred for screening or

assessment.

2.1 'Objective: To develop, in interagency,system (model) to locate

children birth to three.years for the purpose of identifying

ttose who thay ,be handicapped-and in need of special education

(See Appendix-B).

'Action iStePs: DRAFT
2.1.1 Oursue interagency Cooperation regarding:

o Common or specific criteria relative to the ,

identification of handicapped children from general

population_ain high risk birth record data.

o The use of agency resources to locate children
't

suspected of being handicapped.

o The use of compatible processes, forms.and activities.

2.1.2 beyeloR,interagency liaison(s) network - for Child Find

activities.

2.1.3 Develop procedure to transmit Child Find data among

. agencies.

Maintain SEA Child Find Hot)ine.

o Maintain SEA referral process.to other state agencies

and LEAs.

o Maintain log of referrals/inqurries.

o Maintain f011ow-up process to ensure appropriate

evaluation (screening,and/orassessment) sevices.



4

".

2.2 Objective,: To ApPropriately.prepire Child-find personnel.

Action Steps:
)

2.2.1 Identify target audtgnce. Target audience May include, but not="-

Ow

IA

be limited to, liaison's from the following agencies:

.o Educational Agencies

LEAs

,Head.Starf.: _pRAFT
Distitutes for Htgher.Education

o DePartment of'Health and Menta) Hygiene,

State and Local Health Departments-
.

Maiernal and. Child Healih

CripPled Children's.Services', ipcluding Supplemtal

ecurify JpcomenisabIed Children and Youth.

EPSDT
r A

Nursing Services, i.e., Public Health,

DgpartMept orHuman Resources
-

,

Social Servi`ces-

Fostertaré'

'Protective,Services

Day.Care

Schrl.Services

A Servtces to Families with ,Childien

o Social Security Adminiiteation
;

5upp1emental Security.Incate for pisabled Children and
. , ,

YOuth

I r

, Medicaid

s

.

4
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o -Medical Centers

The Johns Hopkins University

The Kennedy Institute

Sinai Hospital DRAFT
.University of Maryland

Children's Hospital National Medic'al tenter

The National Ilildren's Hospital Center (D.C.)

Geopfgetown UniverS'ity Medical Center

Bethesda Naval Hospital

'Walter Reed Army Hospital

,Dupont Medical .g.enter -

-either hospitals providing intensive care to neonates

b Pilvate Educational and Human Services Programs Serving

Preschool Handicapped

o 'Advocacy groups

Developmental Dtsabilities Council

Prince George's County Coalition

Association for Retarded Citizens,

Associations for Children with Learning Disabilities

Ma'ryland Advocacy, Unit for the Developmentally Disabled
P

2.2.2 Develop trainer of trainers model specifying:

o goals and objectives of training. es A

o format of training (formal and informal).

o duration,and frequency.áf training activities.

2.2.3 Develop training content whichmill include, but not be limited

to', the following (See also Appendix C):

16



Content material listed undei-Public and Professional

awareness traiding..'

o How to, implement public and professional awareness

activities. urtAFT
o How to use state: 'and Iocal matrix of sérvicesi'.

o How to use public information resources at JoCal yevel. .
.,

. ,
.

O How to use associetions.and civic groups at the locaT 1,60.
,.

o How to refe.,:to community resodrces for ancillary.serVices
..

and assistanceo i.e.; Respite Care, SSI.
,

o How to tratisaft referrali 'from Child Find to appropriate

r'
screening/assessment.'Personnel .

o How to keep records and c011ect data.
,.".

o How to evaluate.Child Find activities at the localTeve1.

2.2.4 IMplement staff development model .

2.3 Objective: To evaluate the effectiveness of Child Find

Act i viti es .

Action Steps:

2.3.1 Determine crfteria for' evaluation

2.3.2 Compile data

2.3.3 Revise procedures as necessary.

4 3
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TU. .'Screenit1.9-,-,,

Goal Statement,: , All children' birth't0:-.01-ree.years who are

.suspected,o1 havitisa nandimpping,toq04>iin will be4kreened.-

3.1 96j'ective; To develop A 'SYsiem (model) t&prOide Screening of

,

children, within,the-birth to three popu]at1mi'wö are suspected

of 'baying. na:PdiCaping condition's.

TT
flD

Action 'Stein:

3.1.1 ,RecomenaTersonnel,t0 act as coordinator(s) of state levOL
- .

.

activities related to interagency screening functions. -

a.12 Pursue interagency agreements to develop, secure and/or

'Maintain (See Appendix 8):

o Provision of screening*.ocesses to detect

abnorMalitles in.health, yision, hearing, languagei,

cognitive'motor, and-social/emotiOnal functions.:,

t Procedures far acoesi to Ortinent screening.04.

rpults with ipptakiate'parentat,pefmission and.t

-conftdentiality Safeguards.

:-.ProviSton for.eoordination between LEAs and local .

health departments for tracking high risk childrenjSee.---

Appendix G).

3.1.3 Recommend guidelines iO assist LEAs in coordinating*,

securing or providing'screening services for the birth to

three population (See Appendix 0)-., The guidelines shall ,

addcess:

o Strategies and.procedures for coordinating screening

activities with local departments'of public health,

-primary care providers,(physicians, nurse_

practitioners) and EPSOT programs (See Appendix B).

38
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.- address admintstration and direct-services needs germane to
-... : .,-..

screeniAg loncttons.

34. _Compile sample instrunients and deviced to be made available
,...:

for 'eeview of-LEAs and coop4rating agencies.(See Appendix

0

,Vision and'Hearing Personnel

,o Health Department EPDST Sulieryisors

o LEA.Speech Pathologist SupervisorS.

'LEA Psychologist Supervisors

o LEA SchOol'Nurse'Supervisors.,

o - tEA Spper4Sors of OTOnd.-PU
,

Heath Profession 41briatiOn Representative

o Representatives:4(2f 1Es

o Other appropriatepdrsonnel

b. tong ,term and short term objectives for training.

c. Specification of format,of training - formal and'infor'mal

d. Content of training.

L2.2 Staff aevelopment actiyities will be implemented.

, 3.3 Objective: To utilize appropriate screening materials.

ACtion Steos:
DRAFT

3.34' Disseminate guidelines and procedures manual (3.1.3) to ,

;

1 'AI.

o
;Pi...Y..1%

;:'!412:
0.;

;;'?",!:
:4:

F).1
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3.4 Objective: To evaluate the effectiveness of screening

Action Steps: ,

3.4.1 Determine criteria for vialuation.

3.4.2- tompile data.

s,-
,3.4.3 Revise prOcbdures as necessary.

IV. ASSESSMENT

DRAFT

4.0 GO] Statement: All children birth to three yea'rs who are referred

: .

for assessment or positively screened for a(potential hanbicapping

condition will be assessed.

4.1 Objective: ;To develop a system (model) tdprovide for assessment

of children birth to three years Who are suspected of having a

.handicapping condition qnd being in need of speciaT education.

Action Steps)

4.1.1 Pursue interagency agreements to develop, secure.and/o'r

maintain (See Appendix El):
!

o Provision of 'assessment/diagnostic

handicappin^g conditions related to
,

health, vision, hearing, language,

and social/emotional functions.

procedures to detect

abnormalities in

cognitive, mdtor,

o Procedures for secu pertinent assessment d

results witivappropria e parental permission and

conf WI -safeguards.

1
o Pro to avoid duplication of testing among

agencies.

6"/ °
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Procedures to ensure timely receipt of assesiment data

to local,Aib committees.

Provii'ion focoOdination'between LEAs and health

departments fOr tracking high risk children ,(See

Apeendix.G)..

4.1.2 Recommend guidelines to assist LEAs in'coordinating,

securing or providing assessment services for the birth to

three popálation (See Appendix E). The g e s

-adeess:

o Strategies and procedures for coordinating LEA

assessment actiV1Ves with local 'departments of public

health, primary care providers (physicians; medical

k a

specialist), medical center diagnostic teams, tPSOT
ar.

programs (See Appendix B).

o ilu'alified examiner requirements, within Maryland Bylaw

and certification specifications, for the birth to

ttiree year ord population..
at

o Prpcedures for multidisciplinary involvement in

*
certification of handicapping condition.

o Process for transmittal of assessment data to ARD

committee at LEg level.

o PrOcedures for'multidisoiplinary staffing to provide

programmatic recommendations for services and IEP.

developmint.

0 Procedures to ensure confidentiality.of data.

o Procedures to safeguard.parents rights ind to involve

parents in assessment process and in development of the

IEP.

o Process to mainfain census of children requiring_
special education services (SSIS):



,

./

4.13\, Recommend guidelines to asstst LEAs in implementing the

osessment process, including (See Appendjx E):

o Criter4 to assist local ARO commitiees in

0

differentiating handicapped Anfants from at risk

in'iants (See Appendix G).

Suggetted school and Other agency personnel to comprise

core assessment team:

Early Childhood Special Educator

Speech Pathologist

Psychologist DRAFT
Occupational/Phypcal Therapist

Other (e.g. Early Childhood Educator,

Physician, Social Worker, etc).

o' Instruments appropriate for "educational" assessment of

'birth to three year olds (See Appendfx

o Suggestions for interpreting assessment findings for

educationally adverse effects.

o Techniques for gathering assgsment information.

o Suggestions for format of comprehensive written report.

o Suggestions for interpreting assessment findings and

recommendatioq to parents.

43



1

ii

4.2 Objective: To develop personnel development activies relative
N.

to assessment of the birth to three population.

Action Steps,:

4.2.1 rdentification of SE'A coordinator of inservice training

a

specific.to assessment of the birth to ;twee population.

4.2.2 Identification of target audience to be trained. persOnnel-

may include.but not be-limited to:

o LEA Early' Childhood Special Education Teachers

o LEA Speech/Language Pathologists

o LEA Psychologists ORA
o OTs and PTs

o Other agency professionals involved in assessment

activities (e.g. Early.Childhood Edudators, Social

Workers, etc.).

o Private physicians/therapists

4.2,3 Identification of multidisciplinary consultents for

assessment of the_birth to-three population.

4.2.4 Utilization of c3;sultants in determining training content

and appriOtiate tratning format. Content may include,but

not be limited to:

44
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o Selection and adMtnistration of normative and criterion

referenced instruments appropriate to the birth to

three populationi

o Formal and informal evaluation techniques.

o Case history data collection and interpretation.

o Inclusion of parent in assessment process.

o How to participate on a multidisciplinary team.

c, o Formulating comOrehensive written/oral reports.

o Preparation for role of case manager for individual

children.

4.2.5 Utilization of appropriate personnel (consultants, MSOE and
,

cooperating agency professionals - See Append ix B) in

implementing state and local level training.

4.2.6 Utilization of state evaluation system to determtne

Eleffectiveness of training at local level.. El

Flir

4.3 Objective: To identify technical assistance resources to assist

LEAs and cooperating agencies in providing assessment to the

birth to three po ulation.

Action Steps:

0.1 Early Childh od Special Education, MSDE specialists will be

available to provide t.egional anWor county based training

to personnel involved'in assessment activities.

4.3.2 A Collection of formai and informal assessment devices will

be compiled for.use in training sessions and for 'review by

LEAs (See Appendix F).



4.3.3 Guidelines suggesting appropriate uses of instruments will

be distributed.
e

4.3.4 National, regional and local technical assistance resources

will be identified, i.e.,

o.=Experienced Local Service Providers

o Technical Assistarice Development System (fADS)
.A

o Mid Atlantic Regiona) Resource Center (MARRC)

o National Association of State Directors of Special

Education (NASDE)

o Institutions of Higher Education (IHE) DRAFT
o Council for Exceptional Ch ldren (CEC)

c

4:4 Objective: To evaluate the effectivenes of the assessment

process.
s.

. Action Steps:

4.4.1 WeloP criteria for evaluAion.

4.4.2 Compile data

4.4.3 Revise procedures as necetsary.

"4.
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APPENDIX 8

,

INTERAGENCY AGREEMENTS

N - DRAFT

Interagency agreements are.spectftcally called for in sections 3.1.2

and 4.1.1 of the Plan. However, in various other sections, such as 1.4.3,

1.3, 2.1, 3.1.3, 4.1.2, and 4.2.5, references are made to developing

intePagency coordination for purposes of personnel training, sharing of

documents, location, screening, and assessment. Indeed, intragency

cooperation would be benefici 1 as a whole in loCating and serving the

birth to three handicapped populat*

OutcOmes

Duplication of'sePvices is certainly a waste of resources; 6wever, it

may be avoided by jOint planning with social, health, and rehabilitation

agencfes for servit(delivery. The obvious outcome of interagency :

cooperation is_better service delivery to all clients. More specifically,

four advanta s can be Pinpointed:

'1iitviIua1ized service planning - instead of a nuMber of separate

individual service plans being written by several different

agencies, one commo plan may be jointly.developed,for.each

client

- Organizatión and delivery of services - a single,effort reda4s

the waste of serviceduplication or overlap.

Program monitoring and reporting - interagency cooperation may .

provide for.-common accessible information, rather than

t-
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e.

duplication ofTecords and files, as well as cboperative report

writing to save personnel resources.

Program planning and budgeting - shared resources,.can maximize

dollars. Additionally, a united front is created for seeking

yunding.

In order to assure that interagency coordination is effectively

carried out, written agreements are necessary. Following is'a description

.11

of types Of Agreements, and sorn guidelines for preparing, developing, and

following through on written interagency agreements. 4

DRAFT-
Types of Agreements

Three major classes of interagency agreements may be identified:

(- I. In the first tYpe, common or baseline standards ore established

for the conduct of programs which are.similar. An example of

/- N/
this may be an agreement between,state or local education

agencies and the Early and Periodic Screening, Diagnosis and ,

Treatment (EPSbT) Program, for the'purpose of establishing common

andspecific d'iteria for identifying infants and preschoolers

who are suspected of having a handicapping_condition and are In

need of further assessment.

2. The second type are commitments regarding the all)Jcation of

public school and other agency resources in the accomplishment of
. ;Ow

mutuallagreed pon objectives. This usually involves sharing-,

dollars, personnel, facilit,s, and/or equipment. An agreement

between an LEA and a lö,cal hospital, providing that the hospital

will serve as the location for preschool streening, is an example

of this type.



t-

3. The third type tnvolves k.commitment by public' schools and other

.
agencies offering,549111pgrab1e services to maintain uniform

Ohcedures, forms, and activitiesi For example, in this'type of
,

agreement, Child Find personnel and public health nurses may uSe
. . ,

,
the same standard form when screening infants for potential ,

handitaps.

. ,

_Agreements r.44arCling -Standards (Type 1) and allot-cation, of resources

.

..(Type 2) Ate neceS,Wy .6e6re agreements regarding procedures and

Act t es pe 3) can be implemented, although "the three types are not

,pretess

exd-ltwlye end marall be contained in the same agreement.

DRAFT
,.%,..PreparatiOn - FOr::an interkagency 'agreement to be effective, an initial

4'
,

itmen.:Oy-porsiths inAiy 'roles in both agencies is necessary.

These persons must..be i4illing-to cooperatively define their agency's-

role in,:ifeTatioh to theagreement and quality iervice delivery. The
.

.

.., first istep-in:preparfnOor_an agreement is fOr the initiating agen4

-:.:--

to -6comelit serylct.neeai. and subsequently identify other key agencies
,._ _ --, .

, , ::
_

. and :resources , with .4iii ch- col 1 aborati on may be neCessary or hel pful .

. . ,.

At this pofnfOt IS .nelpful for the initiating agency to become

. familiar ceth the other agency by reviewinR the pertinent laws and

th4i aOly, and by getting to know the internal vorkings

_of the agency 4 muth as possible.

rt will be necessary to identify a person or group from each
4 4,

1,agen.whose specific responsibility it is to coordinate the

development and implementation of the agreement. This person should
_

have enough authority so 'that their activities and decisions are

legitimate and should' be able to make la significant time commitment to



the collaboration activities. In addition, the specifric roles and

Tesponsidilities of this person in each agency should be designated,

so that if a person should leave,an agency, interagency collaboration

can continue with a new person in the same position.

I

DRAFT
DeVelopment of Agreement.- It is a good idea to start small with a pla in

mind. The agencies involved should cooperatively identify problems

and specify solutions for.seMce delivery. The resources"to be

exchanged can then be identified, and the trade-off should 6e as equal'

as,possJble.- It is also importa otdentify the resulting benefits

to each agencY in addition to the resource to be used. In developing

the agreement, the agencies should specify under what conditions
.

and

to what extent the resources will be exchanged. A draft of the

agreement should, then be developed, to proceed through the proper

channels of approval in each agency, and the final decision should b

.by consensus of both agencies.

Implemeptatton The,benefits identified should proOde the incentliW for

each agency to carry ok the agreement. The agreement policY should

have been appropriately designed so ps'to not conflict with the policy

of either individual agency and to assure.that the changes in the

prograds lre implemented. It is important to monit r the effect of

*the agreement on services to.be sure that the outcomes are beneficial

to the clients antbdth.i§encies. The most critical element IQ

effectively implementing an interagency agreement is communication. ,

All persons.involved in collaboration activities in each agency should

Pe full); informed about the agreement and tts implication; there

should be no secrets or surprises for anydne.



Char'acteristics of a Good Agreement DRAFT
The written agreement should be composed of simple, clear-language,

stating what has been agreed to and who will implement whicii parts. The .

process for implementation should be flexible; outcomes rather than process

should be emphasiied. The individual and mutual benefits for the agencies

involved should be included in the written agreement. The essential

components of any written interagency agreement are as follows:

a. Description of purpose to be achieved through agreement.

b. Clear delinNion of specific program, service, or focus f6r the

agreement to facilitate, clear communication of the need for and

intent of the agreement.

c. Definition of any terms that could be ambiguous.

d. Mutually agreed upon goals ind/or objectives of the agreement.

e. Delineation of specific roles and responsibilities of each party 411

to tileagreement.

f. Mutual/shared responsibilities of all parties to the agreement.

g. DesIgnation of the agency which has first dollar responsibility

for payment of services and specification of other financial or

funding arrangement for payment of,services.

4

h. Specificsactions to be taken relative to the program/service

identified in agreement (Action Plan). -

.4,

i. Specific services to be provided by each.party.

,j. Designaiion of staff position(s) within each agency responsible

for:

- implementing the agreement as specified,

monitorjng the implementation,

51
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-DRAFT
- negotiating change when necessary to update agreemenfi---

k. Confidentiality assurances relative to sharing of information.

1. Agreement among parties fqr notification in cases of changes in

agency operations.

m. Specification of time period for agreement to remain effective.

n. Procedure for modifying or terminating written agreement.

o. Evaluation design specified and agreed upon by all parties to be

used in monitoring,implementation,of agreement; identification of

person(s) rsponsible for evaluating and sanctions agreed vpon to

assure its implementation.

p. Signatures of all parties involved in agreement.

All of the above components may not be applJcable to every type of

agreement. *Additionally, the following optional components may be helpful

or desifable in some agreements:

a. Descrlption,of basis foy developing the written agreement

- Previous/on-going relationship between partiesOdentification

of common need, institutions of service, etc. as foundation

,

fdr current agreement.

- Legal authority based on federal and state legislation.

b. Definitions for agency or: program-specific terms used in the

agreement'.

c. Eligibility criteria/descriptio n for population to be serviced co'r
-

affected by agreement.

d. 1Specification of meetings (time, dates, frequency) relative to

ferms of the agreement.

k--()
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Specification of reporting mecbariismi'betweeir parfte§ of the'

apreement;,.

f.,- 8cnecivie for-Perindic review of atreement:. .

-

.

g. Additiona1 assurances ,referral.,mechanisps,' mechanisns .for

updating,, revising, etc.) - .,
.

Spec:Ification 'of additional incentives to be provided as a resUlt
,

Ai the written agreement,;:i.e4 funciing additional staff, Work
, 2 .

space, etc.

*.

Other- Agenci es

' r "/
.

In_ PrOVidA SerifjCeS:i1Vtlie -,btrtil to three handicapped population,

col laboratiOn With .a yarietY.of agencies may be desi rabl e. The fol 1 owing
.

is a lis.t..of federally toiled programs, other than special education, which

prbv..I:de-serV1cei Of:s.ometype to this population

. Early and Periodic Screening, Diagnosis and Treatment (EPSDT)

. .Maternal and Child Health Services

6iippled Children's Services

Developmental Disabilities Services

,Supplemental Security Income - Disabled Children's Program

Head Start Programs

Soci al Servi ces

Some interagency agreement al ready exi sts between these agenci es at

the federal level LEAs are also encouraged to develop interagency

agreements With state and locally funded as well as priiate programs i.f.the

result is better serv'iCe.delivery to handicapPed children age birth to

three.

4
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-,References and Further Information: DRAFT
A Guide for Developing Interagency Agreements. Available from:

Printing Section, bepartment of Education, P.O..Box 440,64, Baton

Rottge, Leuisiana, 70804.

Kazuk,-E.,=Greene, L. & Magrab, P.R. Case study for planning

coordinated services. In Magrab, P.R. and Elder, J.0. (Eds)

Planning for Services to Handicapped Persons: Community

Education Health. Baltimore: Brooks Publishersi 1979.

Audette, R.H. The Public SchooylAGFr-iistratot's Guide to Interagency

Cooperation: Implementing the Education for AlI Handicapped

Children Act. (Available from MSDE)
_mow

The Regional Resource Center Task Force on Interagency Collaboration..

Interagency Collaboration on Full Services for Handicapped

Children and Youth: A guide to State Level Plannng and

Development (5 Volumei ). DHEW/BEH, 1979. (Available for loan

from MSDE).

,Example

are several interagency agreements provided as examples;

'LEAs are encouraged to examine Appendix B carefully before atteMPting to

formulate agreements, rather than simply maftling agreements after the

examples.
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DRAFT Of

4

Cooperative Agreement

Between

Maternal and Child Health Services,

11.R klf1
Smith Dakota Department of Health

and

The SectiOn for Special Education,

South Dakota Department of Education and Cultural Affairs

Purpose:

7(t.

The purpose of the cooperative ag reement is to coorUinate the efforts
,

of both agencies toward tht success of area-wide screenings. Lffsrts will
be coordinated in orderia cut down on duplication of services and in order
to utilize already exisillFg services to identify, evaluate,and appropriately
place children in need of special and prolonged assistance.

The purpose of these screenings include: 1) identification of children
with complex, chronic problems who thereby would be eligible for Crippled
Children's Services, 2) referral of any identified problem to the proper
source of care, 3) to aid in development of a proper treatment plan or
individual educational plan, and 4) to identify various agency funding
sources for the identification, evaluation, and placement oef these children.

Responsibilities of Maternal and Child Health Services, 4uth Dakota Department
of Health:

MCHS agrees to:

S.)
1. Conduct area-wide screenings in the West and Missouri Valley Regions.
2. Provide follow-up to all identified medlcal problems.
3. Provide information to appropriate agencies concerning possible

, - funding sources for,further evaluations.. P
4. Send educational referrals,to the dipropriate local school district.
S. Send educational referrals to the Section for Special Education,

South Dakota Department of Education and cltural Affairs, .for
appropriate follow-up.

6. Review this agreement on an annual basis.
7. Designate Timothy Schmaltz, Director of 1calth Services Division,

for liaison activities between departments and'cooperation with .

the area-wide-screening teams.

,

4



Res onsibilities of the Section for S ccial Education, South Dakota Do)artment
of Education end Cultural Affairs:

The Section for'Special Education agrees to: DR
1. Inform local schoOl districts of the importance in usilig the services

provided by Materpal,and Child Health Services for their Child
Identification efforts.

g

2. ' Encourage local school districts to follow correct procedures for
all referrals made as a result of the screenings.

3. Provide follow-up for educational referrals made to thv Section for
Special Education.

4. Review this agreement on an annual basis.
S. Designate Norcna Hale, Special Education Administrator, for liaison

activities between departments and cooperation with the arca-wide
screening teams.

Assurances:

1. This agreement may be amended by mutual consent of bpth parties and
may be terminated by either party upon thirty (30) days' written
notice to the other party.

.2. This agreement becomes effective on the date and year that both
parties have signed this agreement.

Maternal and Child Health Servlces
South Dakota Dipartment of Health

/N.

Secretary Date

The Section for Special Education
South Dakota Department of Education and Cultural Affairs

Secretary

56
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'INTERAGENCY COOPERATWE SERVICES AGREEKENT

Department ntal Health and Mental Retardation

and

Department of Education DRAFT
This-interagency cooperative servips agreement was made and entered into

March 1, 1978, by and between W. E. Caffipbell, Ed. D., Superintendent of Public

Instructibn, Virginia Department of Education and Leo E. KirVen, Jr., M. D.,
Commissioner, Virginia Department of Mental Health and Mental Retardation dnd
amended April 1, 1979.

The purpose of this amended agreement is to provide nulximun coordination

and utilization of services of each Department in order to be consistent with
the Rqvised State Plan ,for the Identification and Diagnosis of Children Who
Are Handicapped, which was transmitted to Governor win° January 11, 1978.

The provisions of this agreement, as amended April , 1979, shall reflect
the policies'of the Department of Mental Health and Mental Retardation and the
Department of Education, and shall become effective upon the date signed by the
Superintendent of Public Instruction and the Commissioner of the Department of
Mental Health and Mental Retardation. 'The agreement shall terminate upon the
written request of the Commissioner or Superintendent. This'agreement may be
amended by mutual consent of the parties concerned, and it will be amended if
required by Fehral or State laws or'regulations.

The Department of Mental Health and Mental Retardation agrees to the 101!
lowing:

1. To encourage Community Mental Health and Mental Retardation Services
Boards to cooperate in child find procedures required by local
school divisions. ,

2. To encourage Community Mental Health and Mental Retardation Services
Bear& to enter into contractual agrqgments with local school divisions
and Health Departments for the provisions of diagnostic evaluation
and treatment iervices for emotionally disturbed children:

3. To encourage Community Mental Health and Mental Retardation Services
Boards to develop treatment programs for emotionally disturbed and

mentally retarded children in cooperation with educational programs
fot such children proVided by local school divisions.

4. To provide special education programs for mentally retar3ed children .

ages 2 to 21 residing in State mental retardation facilities in order

to receive treatment and habilitation training, in accordance with
Board of Education regulations.

Education prograMs'will be movided.at no, cost to the parents.
The treatment and habilitation training will be subjectsto DMHMR
.reimbursement in compliance with Section 37.1-105 through 37.1-10
of Code of Virginia.

6 3



VD.

4

DR Af T-
S. To encourage the coordination of eaucptio al progl-ams with treatment

programs provided for handicanned childrñ in State mental health
and mental retardation facilitip. ,

6. TO' provide adequate space for the special education program within
State mental health and mentql ret*dation facilities.

7. To provide access to information needed for the supervision...1*f

educational programs by authorized tepresentatives of the Denartment
of Education in those State facilities operated by the Denartment
of Mental Health and Mental Retardation.

. S. To cooperate with the Department orEducation in a study of mental
health needs of handicapped children*for possible inclusion in the
revised Mental Health State Plan.

-/
9. To cooperatt with the Department of Education ar4_ca1 school

divisions in providing them with written procekfres th t are
required whcn considering the admission ,of hdicanneq children
to facilities operated by the Dep,atment offflcntal He,lth and Mental
Retardation.

Thc Dypartment of Education agregs.to the following:

1. To prOVide appronriate special education services through local school
divisions for those children identified and diagnosed as being
emotionally disturbed or mentally retarded.

2. To nrovide annronriatc education for emotionally disturbed children
ages 2-21 within mental health facilities operated by the Denartment
of Mental Health and Mental Retardation in accordance with Board of
Education, regulations.

3. To provide supervision of special education prograMs conducted within
State mental health and mental retardation facilities.

4. To provide consultation regarding availab c special education curriculum
materials for programs conducted for handfcapped children in,State
mental health and mental retardation facilities.

Funding Sources:

The implementation of this agreement is contingent upon the availability
of appropriate funding for the above referenced services.
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Leo 5-E: Kirven, Jr. ,

,

avis,

Commissioner Super' ndent of Public Instruction

r9,4A.,t47, ig, /q1Q
V Date ,

Approved by:

/

(

,

Jean L. Harris, M. D.
Secretary of Human Resources

w

/2- -- /i--7

Approved by:

,

Hate

/ (...,. 2/2 i
(1.

J. lade Gilley, Ph. D.
Secret.ary of Education

/ 0 10 /. f Se=

,

...11101"

(

1

Date Date

a

,.

),,' 1,
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INTERAGENCY COOPERATIVE SERVICES AGREEMENT

BETWEEN

VIRGINIA DEPARTMENT OF EDUCATION

AND

DEPARTMENT 0 WELFARE

(

This interagency cooperative serces.agreement is made and ente d into
by S. John Davis, State Superintendent,of Public Instruction,*and Wil iam L.
Lukhard,,Commissioner of the Department of.Welfare,

The purpose of this agreement is to provide for maximum coordination and
utilization of services of each Department in order to be consistent with the
Revised State Plan for the Identification and Diagnosis of Children Who Are
Handicapped.

.

The provisions of this agreement shall reflect the policies of the Depart-
ment of Welfare and the Department of Education, and shall become effective upon

/PSt
the date signed the Commissioner and the Superintendent. This agreement sball
terminate in one' r subject to.renewal with or without amendments. This agree-
ment may be amended-smbject to mutual consent of the parties, provided that
such changes are stated in, writing to'the other party 30 days prior to the effec-
ttve date of such changes. Federal and/or State regulations or laws may be
imposed which would necessitate changes or amendments.

ORM

A. The Department of Welfare Agrees to the following:

1. To assist local alfare departments in the referral of children
(ages 0-5) through the Early and Periodic Screening, Diagnosis
and Treatment.Program, to local health departments for the
purpose of diagnosing and identifying han4cIpped.children.

2, To assist local welfare departmens.jn the appr priate referral/

placement of suspected/identified haddIcapped c ildren under their
care in accordance with Regulations and Adminis rative Reguirements
for the Operation of Special Education Proaramsjln Virginia.

3. To assist local welfaredepartments in their erstanding of the
characteristics and needs' of handicapped chi n through information
and training.

4. To develop and implement a plan for the training of foster parents
caring for handicappecychildren.

1

5, To provide, thrcugh local welfare departments, information on all
services and financial programs available to tile handicapped child
and family.

6. To cooperate in the transfer of information cohcerhing handicapped

children between departments, consistent with State and federal laws.

An
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7. Td develop a system fOr.P rate structure for services to handiCapped
children in foster care facilities and to cooperate in the ne-gotiation
of rates,for various residential facilities handica pe
children.

B. The Department of.Education, Agrees to the folloWing: .DR
1. fo provide appropriate special edUCNtion and related Services through

local school divisions and State operated programs.and facilities
for those children identified and diagnosed as handicapped.

2. To share appropriate information with the Department of Welfare in
conformity with the Management of Student's Scholastjc Record in
the Public Schools of.Virginia.

3. To cooperate.in the Approval of private educationil'facilitles for
andicapped children in the care of welfare.

.4. To assist the Department of Welfare in the implementation of the
plan for understanding and training of department personnel, foster
parents, etc., responsible for handicapped children in accordance
with Regulations and AdMinstrative Requirements for the`Operation
of Special Education Programs in Virginia.

5. To cooperate in the'development of a system for a çate structure for
services to handicapped children' in foster care fa ilities and to
cooperate in the negotiation of rates for various resident
facilities serving handicapped chil6en.

C. Tunding

The implementation of this agreement is contingent upon the availability,
of appropriate funding for the above referenced services..

S.

Su

s, Ed. Q.

c4e6

William L. Lukhar.Oomrnissioner
dent of PUblic Instruction Department of Welfare

Date

ie.,
, .\

2) ,, el
, ,/

. ,i "//(i
J. Wade Gilley, 15h. D.

Secretary of Education

Date

Date

,Jean 1.4'/Rarris, M. 0.

Secr ny of Humeri' Resources

Date

k 6 7
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Procedures for implementing the agreement between Maternal and Child Health
Service and the Seetipn for-Special Education as they relate tu the Missouri

Valley Regional Maternal and Child Health Office

Maternal arid Child Health Services, Department:of Health and the Section

for Special Education, Division, of Elementary and Secondary Education, have
made an agreement to coordinate their efforts toward,the success of the Rural

Screening Clinics. The two offices will be working jointly in identification

and follow-up of children who are eligible for education of the handicapped.

Upon completion of each screening, the rural screening team will,make
referrals to parents of each identified child and to all other appropriate
agencies, as determined necessary by the rural screening team. For those

children identified as having an educational problem, referrals will be made
to their respective school 'districts and the Section for Special Education

also.

Referral and follow-up procedures for the Section for Special Educhtion

and local schOol district (LEA) are outlined below:

MCHS - Missouri Valley Region will:

1. Send.all educational referrals to the identified child's p e

school district, and the Section for Special Education.

11

.
.

Section for Special Education will:

1. Receive a copy of all educational ?eferrals from MCHS.

2. Place name of referredtchild in his/her respective school

3. File referral in the Special School Placement file.

4. Contact a regional representative, such as Direction Services
or Association for .Retarded Citizens, to conduct follow-up on all

educational referrals. This may-be done through verbal or written

contacts with the child's parents and/or school district.

S. Inform MCHS of all follow-up conducted and the results of it.

Local Sdhool Administrators will:

1. Makeareferrals for screening to their community health nurse or

local health facility.

2, Determine whether to send one or more school personnel to attend
all or part of the rural screenings and/or staffings. P

3, Receive a copy of.educational rererrals from MCHS.

62
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DRAFT
!lefty to the South Dakota.Administrative Special Education ilan,Thook for the
following procedures:

et'

41.

4

4. Determine appropriate ev41uation and source of funding (recommendation-s
may be on referral and clarifioation may be obtained from rural screening
team)

' . , ,.

.

S. Within 30 days organize a/placement committee mebting mith the
parent(s) of theochild, the:evaluator or someone to interpret the .

evaluation data, an adftiiiistraxor, a special education teacher, and
any support serces,

.

6. Through tte placement committee; w.rite an individual,educational
program OM for the-child, and<

.
. ..

,

7. Through the placement committee and the 1EP, determinc. the
appropriate educational placement and plaoelthe child.

, .

q

e.

,

r
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APPENDIX 6

RESOURCES FOR.IMPLEMENTATION OF CHILD FIND

Media'Resourcis
,....

: . . . ..

,s TV Stations - Including Cable AnnouKcement"and News
Radio Stations - Talk Shows,..Sports, AnnounceMents
Major and Local-Newspapers .. :.

Publications or Newsletters
ComMunity Publications .. . .

Local Company orlusiness.Publications , 4

School Publications

9

' t..

, .

Other Agency -Publications - Espical _those wo(king
handicapped

Bull,ptin Boards - Post.Office,'GrOcery Stores,

Bus lAds

Billboards
'Store Front Ditplays
Awareness Days
Fliers and.grothures .

'Posters
Slide - Tape Presentatiohs/Public Speaking

*

Agency Resources.

Medical Associations - Including,pentists

Ethnic Organizations
Parent Groups
Service Groups
Fraternal. Groups

Social gervice Organizations
Day tare Centers andllurseries'
Public Health Agencies - 2

Social Services Agencies. '-',

Child-Development Cl.thics'
Mental Health CounSetihg Centers
MH/MR,Commanity Service Boards.

Community Resources

11-

Welcome Wagon-Kits:

Stations

DRAFT
with the

Laundromats, etc.

PhyslOans Offites'- Pedjatricians, Obstetrittags,--General-

Sc PractitionersvApthamologists,-Neurojogists;
hurches and'Clergymen

Postmen -"RuralRoutes
Military Bases
-Majpe Employerst Includih'g Binks and Otiiiti companies

I !I
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-APPENDIX D

SCREENING

w The purpose of screening is to identify all children who would benefit

from special education services. It is a process to determinewhether a

child should be referred for indepth assessment, and should not be confused

with diagnosis, assessment or evaluation, as it may become too costly. It

is a brief, first step measurement activity which should be fast, efficibnt

and economical and should only indicate that the child is in need of

further evaluation. Further, a child should never be labeled or referred

for setvices solely on the results of screening.

TYPES OF'SCREENING

DRAFTS.
Screening may be individual or massed (community). Massed screening

is utilizetl to seek out children who may require assessment and special./

services arid is usually done at an educational or health care setting, such
1

as a Head Start day care center, with the time and place announced and

advertised to the public. Individual screening, on the other hand, is

ongoing and may be done in the home or in an educational or health care

Pat
setting.

For a massed screening, the following steps are recommênded:
me -

1. Identify 'existing resources - eliminate duplication, coordinate

services and/or personnel.

2. Select a screening coordinator - one person shOuld be

responsible for the development and coordination of the screening

program.

3. Establish a planning committee for assistance in planning and

implementation, from various 'personnel/agency resources.

65
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4. Name target populat'ion - geographic location, age range,

RAFT
eligibility requirements, how mem/ children).

5. Determine areas to be screened - e.g., developmental,

speech/language, hearing; vision, social/emotionil, health.

6. Select screening instruments.

7. Determine who will administer each portion of the screening - may

include paraprofessionals, volunteers and parents.

8. Arrange time,and place.

9. Plan procedures for public awareness - timelines and methods.

10. Implement public awareness program.

11. :train screenimersonnel.

12. Implement screenings.

13. Data Interpretation - immediate feedback to parents or through

letter or future conference.

14. Collect and anlyze data - interpret for each child to identify

those to be referred for assessment. -

This process may also be modified for use in individual screening

programs.

In most cases, both types of screening utilize a standard scree/W/7g,

instrument. However, in the case of an infant with a very severe or

obvious handicap, an instrument may not be used. "Eyeball" screening

suffices, and the child is referred directly for assessment. This may also

be accomplished through a telephone conversation with a parent, where it

becomes obvious that the child requires assessment. With the more mildly

handicapped child,IScreening and assess emnt are usually tdo distinct steps

in the process of identification.

11.
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WHO REFERS FOR SCREENING?

Referrals may come from a wide variety of sources. The more

imaginative the LEA has been in informing the community through Child Find

public and professional awareness (see Appendix C), the wider the range of

referral sources. Referrals for individual screening typically come from a

parent, professional or agency. Referrals may also come from primary

health care providers, clinics, social services programs and general

connunity sources, such as neighbors, postmen and clergymen.

4

WHO SCREENS?

DRAFT
One person should be designated by each LEA to coordinate all

screening activities. Persons who do Vie actual screening may be parents,

teachers, paraprofessionals, health professionals,,child care workers, and

other volunteers. These people must, however, be trained to use the

particular screening instrument(s) by a professional who is familiar with

and has used the instrument(s). These professionals may be educational

specialists or supervisors, psychologists, speech therapists and Others

knowledgeable about screening instruments. It is important to emphasize

that it is usually not economical to use professiorials for the actual

40

-screening and that their time will be more efficiently used to train others

to screen because of the large numbers of children. Interagency

coordination may be very helpful in the area of planning for screening and

actually training people to screen (see Appendix B).

It may also be helpful for the LEA to develop a citizens advisory

board or council, in order to maintain community -interest in screening

efforts and to make sure the community is aware of screening plans. People

serving on the screening advisory board may be parents of handicapped

b7



children, representatives of agencies serving pre-kindergarten children and

othe-r -interested people within the community.

COMPONENTS

The screening for each child should include the following components:

1. Information including the age at which developmental milestones

were attai ned.

2. Results of previous issessMents and evaluations.

3. History of tr4atment received for disabilities.

4. Cognitive and/or speech/language functioning - receptive and

expressive.

5. Gross and Fine Motor Zctioning. DRAFT
6. Soci al /emotional/behavi oral functioni ng.

7. Self-help skills, when applicable.

B. Observation of the child in home or educational setting.

Items one through three may be obtained from ttie parent or guardian

either through interview or written form. Items four through seven are

usual ly covered by admi ni steri ng a general standardi zed .screeni ng

instrument. Item eight is usually accomplished during the administering of

the screening instrument. Some instruments, however, may only require

information fran someone knowledgeable about the child, and in these cases,
,

the screener should m'ake a point to observe the child. Therefore, the

screening consists of:

A. A brief parent interview or form.

B. Admi ni steri ng of standardized developmental screerting instrument.

C. Observation of the child.

68
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If possible, it is also desirable to administer or review the results
C,

of both a visual and auditory screening. This may be practical for a

massed screening, but not for individual screening, unless the child

\-00
obviously requires them. In any case where a child is suspected during the

screening of having a visual or auditory problem, but tests cannot be

administered, the screening report should include a recommendation for

assessment in these areas. Experienced screeners should use their

discretion in deciding what instruments to administer during the screening.

SCREENING INSTRUMENTS
DRAFT

A screening instrument should be chosen with several criteria in, mind:

O It should be stangardized (should.compare the child with the

general population).

O It should be easily, quickly, and economically administered (cos/

effective).

O It should accurately sort out children who need further study

with as few mistakes as possible (valid and reliable).

O It should be acceptable to the professionafs who may be doing

folloW-up assessment.

It should address all or most of the areas mentioned above as

components of a screening.

It is advisable.forothe LEA to choose one standard screening

fnstrument to use for all children. This will facilitate ease in training

of screeners, administering the instrument, and reporting the results. The

LEA should be careful not to use assessment ipstruments for screening

I.because it will be'costly and time consuming.



An educatiOnal agency which has developed its own screening instrument

may usi it if it meets the criteria outlined above. If one has not been

developed, it is it able to use an.instrument which has already been

developed and proven,effective, rather than go to the expense'and-time to

develop one, Available instruments usually will meet the LEA's needs.

. Appendix f provides guidance in this area.

4
THE SCREENING REPORT

DRAFT
The'report should be a brief report summarizing the results of the

screening, written by the person who screened the child. It should include

. the following:

J. A brief summary of the information reported by the parent or

guardian. (If a form is used, it may simply be included.)

2. A brief summary of the results of the screening instrument.

3. A short description of the observation of the child.

4. Recommendations

i

The recommenda ions are theoost important part of the screening
'.

report, and should e written only by the screening coodinator or their

designate. The recommendatien may be one of three alternatives:

1. No services are indicated at this time.

2. The child quid be re7screened at a latertime (stAte length of

time).

3. The child should receive further assessment.

For alternative three, any areas of assessment thatneed special

attention should,be'noted (e.g. visual, speech, etc.). If the screener is

in doubt as'to which alter:native to report, the child should be referred

for comPlete assessment.

1

. ,
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The entire repor may be very brief and complete instrument results

may be attached. Screening results which indicate further assessment or no

services at this time should be reported to the home school 'ARD for further

action or filing. Results which indicate screening at a later date should

be returned to the screening coordinator. These results should be shared

with cooperating agencies so that the child may be tracked as closely as

possible. All screening reports, regardless of result, should be

maintained bythe screening coordinator.,

DRAFT
EVALUATION:OF SCREENING AtTIVITiES

Each LEA should evaluite the effectiveness of the screening process.

Data should be maintatned and compiled by the screening coordinator which

shows how many children have been Teferrelefor screening, the source of

referral, how many have been screened, how tany have been referred for

further assessment or are being tracked, and how many of those assessed are

subsequently 1abeled for Service. Cost analysis data should also be kept.

ExamPles of this are provided in the model screening programs presenteeat

-the end%of tgs apPendq.

As'iresultof the statistical and cost data, the LEA should determine

whether anr.changes are necessirY in the screening process {e.g. Change in

screeninginstrument, change in the training.of scre nert, etc-). At this

point,, if theeducational agency,has any agreements th other agencies,

interagency cooperation will be necessary so that the changes will be

effeCtive and economical for all.

71
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DRAFTPARENT INVOLVEMENT

If.the child is going to be involved in a formal "handt on" screening

(e.g. administering of a screening instrument and/or an observation) the

parents' written permission should be obtained. In addition, it is

advisable for the screener to Consult with the parents in gathering

information as well as to explain the screening procedure to them. It

should be explained to the parent that screening will not be used to label

the child or to develop.an IEP, and that the child will not be diagnosed or

placed in special education based on the results. Other things to expla4

to the parents are:

o The reason for the screening request, if someone other than the

N parent has requested the screening.,

Who will actually screen the child.

The procedures to bq used (what fnstruments, etc.).

- 0 How the findings will be usedaod Who will use them.

O The assurance of their full ihvolvement in the results of the

screening.

It mAy be advisable to include these things on the written permission

form. The screener should also'utilize tie parent as fully as possible in

collecting information on the child. Ffnilly, the parents should receive a

copy of the screening report from the screening coordinator with an

explanation of the next action, if indicated. At this pointt the screening

coordinator mAy wish to refer the parent to other agencies, if the

educational agency is nc;t going to'continue following the child, and a need

is 'apparent for andfher type of service.

%,
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MODEL SCREENING PROGRAMS

AC

Following are several Models, which have been excerpted from the

Jollowing source: ;

Ramey, C. & Trohavis, P. Find$g and educai:ing the high-rish,and

handicapped infant. Chapel Hill, N.C.: Techntcal Assistance

Deveropment System (TADS), 1980.

4
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CHILD DEVELOPMENT RESOURCES INFANT PROGRAM/OUTREACH PROJECT

Lightfoot, Virginia

DRAFT
BACKGROUND AND PROGRAM OVERVIEW

This community screening program known as (Child Check) grew out of

the Early Identification Project, which was funded by a grant from the

Virginia State Department of Developmental Disabilities,from 1973 to 1975.

So many infants were identified during the two years of the proejct that a

comprehensive identification system was developed with four contact

strategies: (1) Child Check (community screening), (2) media public service

announcements (newspaper, radto, posters), (3) physicians/hospital

referrals, and (4) surveys.

Since the community served is multi-county ranging from very rural.to

sophisticated urban, Child Check goes into the community every spring to

screen infants from birth to 2. Places are tdentified where large numbers

of people frequent, (i.e., theatre lobbies, shopping centers, schools,

churches, social services offices, eta.) and at key times of.the day and

wekk (lunch, early evening on Friday oe Saturday) Child Cheek staffers '

administer the Prescreening Denver Questionnaire and other appropriate

tools for vision, hearing, and speech problems. The Denver is scored on

the site with parents given results immediately. If the:Child fails, a

recommendatidn is made for a further, in-depth screening at another date,

and site using the whole Denver.

Current funding sources for the Child Check prograt are: the state

(60 percent), United Fund (20 percent), public contributions (10 percent),

and private contributions (10 percent).



A

Target Audience for Screening: Infants

Otistetric complications

Lao birth weight.
Postnatal illness
Prematurity
Physical anomalies .'

DRAFT
Neurological problems
Developmental problems
Sensorimotor problems
_Environmental hazards
Multiple factors

Conditions, Environmental Insults, Genetic Traits, or Handicarls being

Screened

Development delays, vision/hearing losses, ahd speech impairments

,Cost Data to

The fallowing cost data are based on serv ing approximately 100

children:

1. Approximately $2.42 per child without mailing evaluations and,

results to parents first class.

2. Approximately31.97 per'child with mailing evaluations and

results to paeents first class.

3. Cost wtll vary depending on:

a. amount of poStage
b. number of paid staff,

c. all other costs are miniftl

4. These costs include one speech ttierailisi at $20.00 per day and 20

hours of staff time to coordinate, train and do follow-up. Once

a core of volunteers has been trained, costs are reduced since
future training can be done by volunteers with minimum staff
supervision.

S. This esttmate does not include staff time for follow-up home

visits. It does presume Denver rescreening.,

Services/Training/Materials Available

Childfind: A Manual. Describes,the process of locatiMfand
identffying children who are handicapped, suspected handicapped or

at-risk. Techniques include community education, use of the media,
involving the medical profession, surveys, interagency relations, and
community screening.

FOR MORE INFORMATION, CONTACT:

Corinne Garland: Executive Director
Child Development Resources Infant Program/Outreach Pro4ect
Child'Development*Resources
P.O. Box 299
Li4htfoot, Virginia 23090

)
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PROJECT RHISE OUTREACH
CHILDREN'S DEVELOPMENT CENTER
ROCKFORD, ILLINOIS

BACKGROUND AND PROGRAM OVERVIER aRAFT
Project RHISE was originally funded under the HeEEP tO develop a model

for service deliVery to handicapped and developmentafly delayed infants.and

their parents in an urban, multicounty area. Now in its sixth year, the

project focuses on outreach -- providing training and technical assistance

to those replicating the model or adapting it to meet their service needi.

Onecomponent of the RHISE model is screening, which is accomplished

three ways. First, children referred to the'program are screened to

determine their need for an in-depth asSessment (prior to program entry).

Some children with clearly demonstrated disabilities bypass tbe screening

process and go directly into in-depth assessment. Second, children in -

high-risk groups are routinely screened. These include all graduptes of

the neonatal,Intensive care unit at the local hospital, all children -

identified as having .high levels of lead.in,their blood, and children

living in economically depressed areas who are considered at risk for

developmental delay. Third, mass screening efforts are made three to four

times a year using such methods as publicizing free screening at shopping

centers and in conjunction with pre-school an4 public school registration.

.

Funding sources for screening are: the state (45 percent),local

dgencies (40 percent), fees (11 percent), and firivate contributions (4

. Percent),

. Targei Audience for Screening: Infants

'fnctIc#tors .of Risk:

Obstetric cjipi ications

_Low birth ight

'ostntaJ illiiess
Prematuri
PhysiCal anomilies

Neurological problems ,

Developmental problems
Sensorimotor problems

Environmental hazards
Multiple factors

7f '
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: Conditions Eiwironinentai . Insult's' Genetic Traits or Handica

$ceeeried
-

Screen'.Ing

: #

development, many c aid be due to any of

thifull`rang4?,6f handicaOing conOitions,.environmental
,-

HaisceIldnews genetiCtraits, or-110a1th impairments.
,

Evidence 6f :Effectivenets.

Alatisticai Summary Report can be obtained from ProjectirSE'which

details both chifdrents progress and parents progress. Screenfitg data

factors,

from the Denver Developmental Screening
*

i.eport.

Mass Screeidg Costs.

The cost data in Table 3..are based

allowances per child scrtened,

test is also availabe in written

.

on a model which has-the,following

20 mtnutes for actual screening

- 10,minutes for'the individual administering the Screening to

write'the report ,

-'10 . minutes for the secretary,to type and file reports

- 5 minutes,-.fdr the client codordtnator to do.schedulng,--. etc..

- 4 minutes for the media coordinator to do.advertising and
. . public relations,

.
Table 3

Costs for Mass ,Screening

Basic* Cop+ of Screenintby Admi
Costs by Ai4 B.S.. Teacher

. MST Outcome $1,.56 .' s($2.85)
,

....f,

$3.13 c $4.42
\ ,

Pass.

-($1.57)

by Pro)ect RHISE

nistrator
. M.S. Teacher Vofunteer

. ($3.68 (-0-)

$5.25. $1.57

$3.77 $.5.06
)

$5.89 $2.21

*The basic.cost figure includes' materials-and secretarialClimt.
coordinator, and media Coordinator time. 'It iS .considered a fixed amount

per child screened. It does not indlude either the initial investment in
the permanent equiptent and materials needed to Ite,UbST or the cost of

training voluntee4410'
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4

-.. ,
The recommended.iititial investment In permanent equipment- and

..._
.-. :

uteri i ls to do the DOST on a mass, screening .b-ais is.16 Denver Kits, 16lihht-,

1

DeriVer ction MantiAls, 1, Instructor' s ManuaJ., and 1 Proficiency

Manual,'. Mill/leers:can be trained,with these materials'.

The cost of i nitial :Investment. In material s ts:approximattly :$152:50.
. ....

The toSt pf, training Volunteers, based op a' workshop wtth l'S-partici pants ,
. .., ... -,.

is appioximately $7.10. per, yoloneeir.
. . .. . - .,

The Model ostsasiunie that SCreeningis done at the program. If th y

-' are done.at another sitef'trinspOttetton costs.must be added, as well as

Refereal,",Screening ,Coits"
DRIF

vi dual
T

g

additional *sii ary fin' travel ing. personnel .
, . .

The cost dat In Table.:?Vare be*. On -a model which has the followtng,,

aiiowaaced..per ;child screened;

4,4
- 34 minutes fôr ,actual screening
- 30 minutes for the fndixidpai administertng the screening to

write the report'
- 30: ,,inutes for the técnetary, to,type, and file rep
- 30 es. forlthe client conrcithattir to,make copta

ediae the creening.,, etc.

Table
VH..

Costs for Individual Screening by/ProjectiRHOE

Pass

Fail

F,ail

FafT

Basic Cost*
by Test Outcome
al f.areas of HST

($6.20)
one area, of MST

($7.75)'
two areas of .DDST

($9.314
t ree,areas of DOST

10.85

Cast of 'Screening- by. Administrator ' ,,
8.S.jeacher M.S., reacher .

($ 5.0) cs 7.35)

.$10.86

$12.41'

13.966,54 , ' 418.

$11,69--

$13.44. ,

$1;1.99 ii6;6S

Fail foi, areas ofaRS , . .
. .., . . 'A .

($12.40) $15.51. '.i18 4 00:'-. .7119.,3.- :...- , -
*The batic cost figure. includes dater43S and.'secretaFtal--,and cliertt. 4,

coordinator tiem. It is a fixed amounYpee child scre'ened.. It doei.not -

include the inital investment in pdrotanent,ectiiiPiest4 and incited al s...noe4ed
to do the Denver Developmental Screenihg TeSt.: The Initial' inVestMeht, 'Ts
$6.25 for each Kit, and $3.0C,Vfor-thelnsthiCtión.,Maniol..

. . ,.

..

e
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Services/Training/Materials Avajlable

WOrkshop Training Format for the Denver Developeent Screening Test.

The format for'a six-hour workshop jn the'use of the DOST is available

for use 'in training paraprofessiona:ls and voluntiers in the cpmmunity

to screen children for potential developmental difficulties.

For More Information, Contact:

Sue Wilke, Training Coordinator .

'Project RNISE/Outreach .

Children's Development Center
750 North Main Street
Rockford, Illinois 61103

(815) 965.76745

,;
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APPENDIX E

ASSESSMENT

4

DRAFT
For complete information on general assessment guidelines and

requirements, the reader should refer to Protection in Evaluation:

ProcedureS for Assessing_Students (Maryland State Department of Education,

Special- aiucation Division, 1980). This,section focuses on assessment

issues particul* to the birth to three population.

Parent Involvement

Including the parent(s) in the evaluation of the infant is critical.

First, it,is helpful to the examiner to have the parent present during the
r,

formal assessmentf since the child will be more comfortable and willing to

perform. 'In someinstances, It is even advantageous to place the child on

the mother.'s lap durfng the examination to provide security for the child.

If the child is noi cooperating orwnot performing up to potential, the

mother can rep* what the child is'capable of doing under normal

circumstances. Occasionally, the examiner may wish to have the mother

elicit responses from the child.

Secondly, a measure or-observation of the mother-child interaction is

an important component of the assessment. Because the parents ire the

'Orimary caregivers and the child is so developmentally pliable during the

period of infanc3;, an indication of the mother's patterns of caregiving and

the child's own initiation of and responses to interaction will be

important in diagnosing the child's problem and subsequently planning for

intervention proceddres. This may be done by observing,the mother and

chrIld as they interact during the asiessment, or can be done more formally

by asking the mother to play with the child or teach the child,and record

mother and infant behaviors on a checklist of responses. The Caldwell Home

Inventory is an example of such a scale.

S
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Third, the assessment should include a developmental history of the

child, and the parent is the best source for this infoOmation. Parents may

also have medical information and other information compiled by various

agencies who have seen the child.

Location of Assessment DRAFT
The location depends on several factors: I) type and severity of the

lchild's disability; 2) geogr

A
hic location of tile school (rural , suburban,

urban); 3) available resou s in the school and community; 4) parents

preferences; and 5) funding sources. It is important, however, that the

asSessment takes place in a setting that is familiar and comfortable for

the child, so that the best performance may be elic'ited.

Occasionally, however, in the casel of a severely or- multiply impaired

infant, it may be necessary to bring th child to a clinic o; center where

he/she may be seen by a multidisciplinary team for assessment. Children

with mild or moderate problems should be assessed by community or school -

based professionats wha are more likely to understand the socioeconomic

culture and environment of the child, and be involved in an early childhood

network, having the potential to be involved in the future.progress of the

child.t

The Multidisciplinary Team

All.the professionals who deal with handidapped children have the

potential of being involved in the assessment of children 'aged birth to

three. Because it is impractical in most cases,to have many persons assess

a child in all areas of development, it is suggested that the child be

assessed only in areas of suspected developmental problems. The Bylaw

requires that the child receive an appropriate educational assessment in

the areas of reading, math, spelling, written and oral language and

perceptual motor functioning, as appropriate. Because the first three or

four of these areas are not usualy appropriate for the infant or young

ts, Si



child, a formal cognitive or developmental measure such as the Bayley

Scales or the Cattell, will serve to fulfill this requirement. These

4°'

measures must be4administered by a person qualified to do so. In some

cages, a less formal instrument may provide information on the child's 4 ,

,

I/

development in most areas of functioning, which may be given by

educational specialist.
411

Beyond this primary component, other professionals should particiOate

in the assessment as indicated by the child's problems. Thig may include

physical therapists, occupational therapists, speea therapists, medical

personnel, hearing or vision specialists, social workers, and any,other

professional or specialist who may be able to contribute to the diagnosis

of and planning for the child.

Components of the Assessment

The following components are suggested for the assessment of the birth

to three handicapped child:
a

I) A formal or information instrument which measpres the child's

development in most areas of functioning (as described above).

2) A developmental history, including developmental milestones,

medical history, and any ,previous intervention efforts,

educational Or otherwise.

3) A formal or informal observa?ion of parent-chi?d interaction,

ikludiNg an apOraisal of the general hqme environment.

4) .Any otheropecial*assessments needed for a oomplete evaluation of

the child, such as physical, medical, speech and language,

hearing, vision, etc.
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Special Consideratiops
//

-

There are several considerations that must be taken into account when

DRAFT

assessing a very young handicapped child. The examiner should bear the

following things in mind before and dUring the assessment:

a. ,State Considerations - the infant's state (drowsy, awake and

alert, active, etc.) must be taken'into consideration for

assessment. What has occured before the assessment, such as naps

or feedings, will'affect the infant's ability to perform to

potential. Tolerance varies greatly from infant to infant, and

special.considerations such as medications, and seizures should

be voted and accounted for.

b. Response Style - The examiner must pace the assessment according

to the baby's response style. For example, a Child with cerebral

palsy may process slowly so that more time is needed for items.

Other babies may satiate very quickly so that,the examiner must

move along at a fafrly rapid pace.

c. Contextual ConsIderations - The examiner must have a feel for the

child's distractibility. Young children may respond to certain

types of visual stimulation such as patterns, brIght objects, and

contrasts (be sure that the child is attending to the proper
0

stimuli, rather than your shiny necklace or checkered blouse!).

It is. usually good practi've to present test objeets one at a

time, with the others hidden, so that the.child can focus their

at,tention on the task.

Response Limitations - The examiner must identifY the child's

"-Mode of response. For example, a physically handicapped child.

may not be able to complete a response even though they may

understand the concept. V4sually or hearing impaired children



may also have di erent modes of response. The examinerfust

take these limitations into consideration in order to determine

the child's true level of functioning. The condittonss:of

assessment (child's limitations, prompts given for test items,

etc.) should be noted in the assessment report,, stating whether

the examiner feels that the Aild's full abiliiies have e

tapped. ,
e. Positioning - The positioning of both the child and the test d

materials is important. 'A physically handicapped child must be

positioned so that the maximum'respdbIe can be facilitated. For

example, the chair should fit the child, their feet should touch

, -
the floor, and careful positioning can inhibit extension patterns

which may inhibit proper responses. Materials for testing must

be placed so that the child can easily regard them and touch them

if'required. For example, a child with cerebral palsy who cannot

move his/her eyes vertically will not be ablt to follow the

trajector of a falling object. This could be mistaken as the

lack of a particular concept.
N\

Maintaining Interest and Performance - The examiner should

balance the failures and successes clpring the assessment to keep

'the child motivated and not frustrated. This will also insure

that the parent does not become diicouraged.

Assessment Instruments 4

41."

The following instruments are designed specifically for the assessment

of very young children. The instruments vary in purpose, ageorange, and
,

'areas Of assessthent, so that they should be thoroughly examined by LEA's

before use in order to assure that they will be used properly by qualified

exathiners.
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Brazelton Neonatal Behavioral Assessment Scale

Bayley Scales of Infant Development

Cattell Infant Intelligence Scale

Caldwell Home Inventory

- Milani - Comparetti Developmental Screening Test

- Denver OevelOpmentaiScreening Test (DDST)
,

enver Prescreening' Developmental Questionnair

cD4.
- Alpein - Boll Developmenl Profile

- Boyd Development Progress SCale

- Neonatal Perception Irilentory

- Carey Infant Temperament Questionnaire

- Erickson's Parent-Infant Care Record '

Washington Guide to Promoting Development'in thd

Denver Eye Screening Test (DEST)(

Dehver Articulation Sereening Exam (DASE)

- Denver Audiometric Screening test (DAST)

(PDQ)

Young Child

Gesell Developmental Schedules

Learning Accomplishment Profile
,

.

- McCarthy Scales of Children's Abilities

- Portage Guide to Early'Education

Preschool Attalnmeht Record

41

Additional references are offered in Appepdix F.
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APPENDIX F

SCREENING AND ASSESSMENT INSTRUMENTS

Included here is the list of screening and assessment instruments for
the birth to five year population, Which are available for loan to local
education agencies and other cooperating agencies from the Maryland State
Department of Education (MSDE), according to Sectlon 3.3.2 and 4.3.2 of the
plan. MSDE does ipt hecessarily endorsethese instruments, however, would
like to make them available for trial use and examination so that LEAs can
make their own decisions as to which instruments to choose for consistent
use. A matrix has been provided which lists the author and publisher, the
purpose and description, the age range and diSability, the examiner
qualifications and other pertinent information'regarding each instrument.

Additionally, this list of instruments is by no means complete, and

LEAs are encouraged to examine as many screening and assessment measures as

possible. The following resources may provide more detailed information on
a larger number 9f instruments:'

Test Analyses: Screening'and Verification Instruments for Preschool

Children (3 Volumes). Pennsylvania State Department of

ITIMTIFin, Harrisburg, 1977, 1980. (Also available through
ERIC).

Early Childhobd - Identffication and Assessment, 1977 fopical
Bibliography No. 702, CEC Information Services-and Publications,
Reston, Virginia.

DRAFT

Perspectives on Measurement (from: A Collection of Readings for'
Educators of oung Handicapped Children, edited by Talbot Bl'ack).'
Technical thistance Development System (TADS), Frank Porter

. Graham Child Development Center, University of North Carolina,
Chapel Hill, 1979.

Evaluation Blbliography: Parent Child Deci§ion Makers - Tadscript #2.

-01str1buted by: 1netructionai Materials Centdr, 1020 South

Spring Streetf,Springfield, Illtnois, 62.706.

Gallagher, J.J. and Brodley, R. Early Identificatton of Developmental

Disabilities, Yearbook of the National Society for Study for
Education. Part II (Vol. J1). Chicago: University of Chicago

Press, t972.

Grim, J. (Ed.) E uation'Bibliography. Chapel Hill: TADS, 1973.

Coordinating Office for Regional Resource Center's. Preschool TAst

3K. Mitrix. Lexington, KY: University of Kentucky, 1976.

ss, L. 81 Goin, K. (Eds.) Identifying Handicapped Children. New

York: Walker and.Company, 1977.
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Johnson, K. & Kopp, C. A Bibliography of Screening and Assessment
Measures for Infants. University of California, Los Angeles.

Walter, D.K. & Wiske, M.S. A Guide to Developmental Assessments for
Young Ctrildren. Early Childhood Project, Division'of Special
Education, Tlassachusetts State DeparIment of Educaiton, 1979.

Chazdon, C. & Harvey, D. M. Child Finds: A Handbook for
Implementation. Denver, Colorado: Colorado Department of
Education, 1978.
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Birtti -.Five years Screening and Astessment- Instruments - MSDE

1. Animal Crackers

2. Bayley 'Scales of Infant -Development

3,- Behavioral Characteristics Progression .

4. Bender Visual Motor Gestalt Test

5. Brigance Diagnostic Inventory Of Early' DeveTopment

6. Carolina Developmental Profile

7. Ddnver bevelopmental S reening Test

8. Developmental T st of Visual Perception
e

9. Environmental Language Inventory

10. Environmental Prelanguage Battery

11. Goldman - Fristoe - Woodcock Test of Ayditory Discrimination

12. Hawaii Early Learning Profile (HELP)

13. Kindergarten Auditory Screening Test

14. Learning Accomplishment Profile (LAP)

15. Lindamood Auditory Conceptualization Test

16. McCarthy Scales of Children's Abilities

17. McCarthy Screening Test

18. Minnesota Preschool Scale Form A

19. Motor-Free Visual Perception Test

20. Peabody Picture Vocabulary Test - Revised Forms L and M

21. Portage Guide tOlEarly Education

22. Preschool Attainmea Record (Rzarch Edition)

23. Preschool Language Scale

24. Preschool Language Screening Test

25. Progress Assessment Chart of Social and Personal Development - Form P

(PAC)

26. Psychoeducational Evaluation of the Preschool Child

27. Quick Neurological Screening Test

28. Wechsler Preschool and Primaiy Scale of Intelligence (WPPSI) -

DRAFT



Test Author/
Publisher

Animal Crackers Adkins/Ballifi

CTB/McGraw Hill
1973

Bayley Sca s of Bayley
Infant Devel

ment.
P-

The

Purpose/Description

.Screening

To provide information
regarding a child's motivation
to learn and achieve. Looks at

non-intellectual oriented
behaviors (school enjoyment,

self-confidence, purposiveness,
instrumental activity and

self-evaluation): Scores' may

be converted into percentile
rankings.

Assessment

The Mental Scale assesses '
sensory perceptual acuittes,

Psychological discriminations, and ability to
Corporation. respond. The Motor Scale
1969 measures the degree of control

, of body coordination of the
large musclesand manipulating
skills of the hands and
fingers. The Infant Behavior
RecorA assesses the child's
social and objective
orientations toward his
environment. Scores may be

compared to norm tables to get
a mental and Psychomotor
Developmental Index or an age
equivalent.

Age Range/
Disability

Preschool-

Grade 1 -*All
disability
groups.

Prerequisite
skills: .

Knowledge of
reft and
right.

Not

recommended
for bilingual
children.

CA: 2-30

Months - All
disability
groups.

Examiner
Qualifications

Knowledge of.

instructions in manual
and should be sensitive
to the child's
reactions and rapport.

Shorild have.experience

id testing infants of
all ages, and be able

to effectively interact
with.infants at various
levels of development.
Should be thoroughly
familiar with the
directions and scoring
procedure.

Other

1 Administration

Booklet

Examiner Manual
Missing

1 Consumable
Individual

Performadce
Record

Test'materials

complete.

Consumable
record forms.

Materials-not
proyided:

8 common.items.



Test

Behavioral
Characteriftics

Progression
(BCP)

Bender Vi al

Motor Ge talt
Test

Brigance

Diagnostic,
Inventory of
Early

Development

9 ;

Author/
Publisher

Santa Cruz

Special

Education
Management

System.

VORT
Corporation

1973

Bender

American Ortho-
psychiatric

Assoc., Inc..

1946

Brigance

Curriculum-
Associates 1978

Purpose/Description

Screening

Nonstandardized, criterion
referenced to help a teacher
identify which behaviors to
focus upon within the basic

areas - Self Help, Perceptual
Motor, Language, Social

( Academic, Pre-vocational and

'Vocational. May be used to
determine a child's present
performance levels, as well as

short term objectives.

Screening/Assessment

Designed to detect visual
perceptual difficulties and the
possible presence of brain
damage. Child is asked to
reproduce'(draw) 9 figures, and
each figure is analyzed in
accordance with specific
criteria:

Screening/Assessment

Criterion and Normative
Referenced.

Determines developmental level
and strengths and weaknesses in
the areas of psychomotor, self-
belp, speech and languagerl
general knowledge and
comprehension, and early
academic skills.

Age Range/ Examiner
Disability Qualifications

Age range not

specified -

All

disability
roups.

CA: 4yrs. -

Adult

All

disability
groups.

Preprequisite
Skills:

ability to
copy forms.

Developmental

Age - Birth
to 6 yrs.

Must be familiar with
the child's habitual
behavior and
performance and must
have good observational
skills. May be the

classroom teacher.

No specific training

necessary to
administer. The person
interpreting the
reOroduced figures
sbould be knowledgeable
about the scoring
criteria.

Can be given by a

parprofessional with
professional

supervision.

=to

moril

Other

Contains one BCP
Binder, 3 sets
of BCP charts
and 2 BCP
observation

booklets.

1 Manual

Consumable
Record Fores

Figure Cards
Missing.

/ Manual,

including
laminated pages.

8 Developmental
Record Books
(Consumable)

Some test,items
require
materials
commonly found

in the home or
classroom.



Test -

Carolina

Developmental
;

Profile Kaplan Press
1977

AuthOr/

Pubiiiher

Lillia & Harbin

Denver Frankenburg,
Developmental bbilds, Fandal,'

Screening:Test
)(0zuk and Cohrs

LADOCA Project
anci!Publishing

Foundation,
Inc. 1975.

Developmental

Test of Visual
Perception

Frostig,
Lefever,
iihittlesey -

Consulting
Psychologists
Press 1966

NOB

Purpose/Description

. Screening

Criterion referenced behavior
checklist designed to be used
with the Developmental Task
Instructional System. Designed
to assist teacher in
establishing long range .

objectives in fine motor, gross
motor, visual perception,
reasonfng, receptive and
expressive language.

Screening
To aid in the early .

itientification of children with
developmentaltproblems.
Sdb-areas inelude personal-
social, fine motor-adaptive,
language and gross motor.
Tests are judged as being
normal, abnormal, questionable
or untestable.

5creening/Assessment

Designed to'help identify
children needing perceptual
training. Sub-areas include
Eye/Hand Coordination, Figure -
Ground, Constancy of
Shape. Position in Space, and
Spatial Relationship. Raw
scefres are converted to age

equivalents and scaled scores.
A perceptutl quoiient is
yielded.

Age Range/ Examiner
Disability Qualifications

CA: 2-5 yrs.

for the

mildly
impaired.

Birth - 6

yrs. - All
Disability

CA: 3-9 yrs.

All

disabilfty
groups.

Adapted

manual avail-
able for deaf
and non-
English
speaking
child.

Should be familiar with

items. Desi4ned for
use by classroom
teacher.

Other

9 copies

(consumable)

Materials not
provided:\ 17

common items
including toys
(listed in

manual).

No Special Training
Required.

Parent may accompany
child.

Should be trained and

observed by a qualified
administrator, and
thoroughiy familiar
with the test.
Generally, suld not
be a regular classrobm
teacher.

sari
imanuf

1 Reference

Manual

Consumable Test
Forms.

Kit materials
missing but can
be substituted.

Test Materials
Complete

Cdnsumable Test,
Booklets.

Materials not
provided:

pencils

(colored) and
paper.



Test

Environmental
Language

Inventory (RI)

Author/
Publisher

McDonald

Charles E.
Merrill

Publishing Co.
1978

Mik

Environmental

Prelanguage
Battery (EPB)

Goldman -

Fristoe -
, Woodcock Test of

Auditory

Discrimination

Horstmeier &
McDonald

Charles E.

Merrill

Publishing Co.
1978

Goldman,

Fristoe-and
Woodcock

American
Guidance
Service, Inc.
1970

Purpose/Description -Age Rpnge/ Examiner
Disability Qualifications

Assessment - CA: 2 yrs.

Provides information about the Adult. All.

child's speech/language. Disability
Assists in determining child's Groups and

understanding of the semantic Normal

rules of grammar. Yields

scores for conversation,
imitation add play.

Screening

Providevdiagnostic assessment
of child prior to prescOptive
training. Provfdes scores in
Foundation for Commynication,
Early Receptive Language,
Sound , Single Words, and
Begi ning Social Conversation.

Assessment

Other

- Should be familiar with 1 Manual

the intent.and theory
of the ELI so that Consumable Score
spontaeous adaption may Forms

be made if necessary.
#laterials not
provided: 17

common items
including toys
(listed in

manual).

Any age

individual

, who is
functioning
on the non-

verbal level
of commuoica-
tion develop-
ment. All

disability
groups.

3.8 yrs -

Qesigned to provide measures of Senior Adu)t
speech-sound discrimination. . All

Includes a quiet)fub-test and a Disability

noise sub-test. Scores may be Groups.

converted to percentile ranks.

Designed for use by Manual missing

speech/language
cliniCian: 'May be Consumable Score
given by train-eft

teachers, psychologists r *
and parents. Examiner Materials not
should be familiar with provided: 22

test procedures common items
and have abilityto be including foys

creative in (listed in,

administration. manual).

Must be familiar with
the manual andNcoring
and able to estiablish

rapport with person
being-tested.'

me)

seri
anammal

Test Complete ,

Consumable
Response Form

Materials not
provided: tape

recorder, ear-
phone sets.



Test .ALthOr/ Purpose/Description Age Range/
Publisher_ Disability.

Early Furuno, Screening Birth 36
l'x
-ALearning Profilp O'Reilly, Provides.a month to month months. All

(HELP) Hosaka,: :4 sequence of normal Disabilijy
Inatsuka, developmental skills in the Groups.

Allman, and areas.of cognitive development,
Zeisloft. language, gross motor, fine

motor, social-emotional and
VORT self-help. Provides a
Corporation comprehensive visual picture of
1979 the child's functioning levels.

Kindergarten Katz

Auditory
Screening Test Follet

Publishing
Company 1971

oO
lo.)

Screening

To determine a child's ability
to interpret auditory
information. Sub-areas include
speech in environmental noise,
phonemic synthesis and
same/different. Each subtest

is scored as pass, fail or
borderline.

1

o.
Enaminer ,

QualifJcations
Other :-

-
No special triinin6 . '1 Activity Guide.

necessary. Ekaminer
should bq very familiar 1 set.HELP
with the child. ,charts.

Kindergarten- None

Grade 1 --
Learning
Disabled,
Mentally
Retarded,
Hard of.
Hearing.

1 Manual and
Record

Consumable
Response. Books

Matrials not
.provided:

Reord Player.

Learning Accom- Sanford Screening 1 mdqth - 6 - StIoult1 be familiar with 1 M3hual

plishment Designed to'' provide a record of years. All the LAP items. May be -

Profile (LAP) Chapel Hill 'the child's e)Osting skills in Disability classroom teacher. Consumable

Training - Out- \the following keas: gross Groups. RecordOg Book
reach,Project motor, fine motor, social,
1974 self-help, cognitive and

Aangua'ge. A developmental age
is determined and a change in

' rate of development may be

c6mputed.

1



Test

Lindamood

'Auditory,:

,Conceputaliza-
'tion Test

(L.A.C. Test)

McCarthy Scales
pf Children's.
Abilities

AuthoT/
Publisher

Lindamdod &

Lindamood

Teaching- ;

Resources 6rp.
1971

McCarthy

. The

Psychological
Corporation
1972

McCarthy .

Screening Test

1;

McCarthy

Psychotogical

Corporation
1978

purpose/Description

Screening/Assessment

Designed to measureauditory
perception. Tests isolated
sounds in sequence and sounds

. within Syllable patterh.

tut-off scores for grade levels
K-12 arg Tvided.

p.

Assessment
AssesSes general intellectual

level as well as strengths and
weaknesses in important.
abilities. 18 subtests are
grouped to form Verbal,
Perceptual-Performance,
Quantitative, Memory and Motor
.scales., An overall General
gognitilie Inde4( is computed on

the basis of scores,obtained on
the Verbal, Perceptual-
Performance and Quantitative
Scales.

Screenfng

To identify children who are
likely to encounter difficulty

in coping with school work.
Sub-areas include right-left
orientation, verbal memory,

' draw-a-person, numerical
memory, conceptual grouplaaw5nd
by coordination. Scores are
compared to percentiles and

J'udged. toibe Pass, FIll or at
Risk.

Age Range/
. DisabiTity

Preschool-

Adult. All

disability.
groups but
hearing

Examiner
Qualifications

Should be familiar with

the manual,and the
correct pronunciation
of the the sounds and
syllables.

impaieed. '

Modifitation
for

physically
bandicapped
may be
needed.

CA: 2 1/2 -

8 1/2. All

disability
groups,
espeeielly
children
thought to'be
learning
disabled.

Prerequisite
skills:

Receptive &
expressive
language,
motor
abillfies,
ability to
manipulate
objects.

4 - 6 1/2 ,(

yrs. Learning

Disabled
M idly,

"Meitally
Retarded

Should have clinfeal
familiarity with the
battery and.experience
with indivudal

1
assessment of youn
children.

Teachers and
paraprofessionals
shquld be trained by

professional
experienced with the
McCarthy Scales,
including supepyisor
practice. Follow-up or
referral decisions
should be made by a
professidial.

Other

Tett Materials
Complete

Consumable
Record Sheets.

2 Complete Tests

.Consumable ,

Record Forms and
Drawing'Booklets

Materials not
provided: 7

common items.

Test Materiels
Complete

Consumable
'Record Forms,and
Drawing BoOklets

Materials not
provided: 4

common items.



Test Author/

Publisher

,,

Purpose/Deseription Age Range/

Disability

Minnesota Goodenough, Van Screening/Assessment

Preschcol Scale Wegenen & Investigates child'verbal and ,CA: 2-6 years
Foln .A Maurer non-verbal intelligeke in 26 Mentally

sub areas. Retarded,

Motor-Free
Visual

Perception Test
(MVPT)

4

feabod \picture
Vocabulary Test-
Revised (PPVT)
Forms L and

American

Guidance

Learning
Stores may be converted to Disabled,

4Service, Inc., C-scores, percentile --,

1940 placements, or IQ equivalents.

Hammill

Academic
Therapy
Publications.

1972

Dunn & Dunn

American
Guidance

Service 1981

Screening

Tests child's visual perception
ability regardless of motor
involvement in the areas of
spatial relationships, visual
discrimination, figure-ground,
visual closure and visual
memory. Raw scores converted
to a perceptual age and -

quotient;

Screening/Assessment

Tests Receptive VOCabulary
Raw scores converted to age
referenced norms or grade-

referenced derived scores.

SPeech

Impaired,

Physically
Handicapped

CA: 5-7 years
Physically
Handicapped;
Learning

Misabled;
Mentally
Retarded;

Test results
from 4 year
old children

should be
interpreted
witli caution

For persons

2 1/2 through
40 years whp,
can see and
hear
reasonably

well and
understand
English to
some degree.

Examiner

Qualifications

Should be able to
establish rapport with

the child and be
thoroughly famfliar
with instructions for
administration and item
order.

Other

Test materials
complete.

Consumable
record forms.

Materials not
provided: 16
common items
including toys
(listed in

manual).

No special'training 1 manual

Classroom teacher 1 set of test
Psychologist plates

Education Specialist Consumable score

1114:111

sheets

S'et.

Must be familiar with

test materials and
manual prior to use.
Practice in

administering and
scoring under

supervision of
experienced examiner
encouraged. No formal

coursework in tests and
measurements necessary.

Test materials.,
complete.

Consumable
Individual Test

Records.
Line copy each of

Forms

1 s



2)
Test .Author/,

Publisher

Portale Guide to Blumi, Shearer,

Early EduCation Frohman and
Hilliard

The Portage
Project

Cooperative
Educational

Service Agency
1976

Preschool Doli

Attainment
Record (Research American

Edition) Guidance
Service, Inc.

1966

Purpose/Description

Screening

Developed as a guide for
teachers, parents, and other
,child care workers for
'assessing a child's behavior
and glanAing curriculum goals.
The PGEE is in checklist form

with 580 developmentally
sequenced behaviors in the
.areas of Infant Stimulation,

.Socialization, Self Help,
'Language, Cognition, and Motor.

No quantitative score or
developmental age is assigned.

Screening

To provide an assessment of
chilften not readily accessible
to direct examination due to
sensory'impairments,
neuromuscular handicaps, speech

and language difficulties,
emotional disturbance,
resistance or cultural
differences which reflect .

environmental problems. Scores
from the 8 subtesto"are
totalled Or a rah score which
is converted to an Attainment

Age and subsequently an
Attainment Quotient.

Age Range/ Examiner Other

Disability Qualifications

MA: Birth- 6

years
Alf

Disability
groups

CA: 6 months-

7 years

All

Disability
Groups

Should,be familiar with 18 Consumable

the checklist format. Checklists

May be teacher aide, Materials not

parent, etc. provided: Items

found in home or
classroom.

Familiarity with iteni

definitions and
interview format
essential. May be
teacher or

paraprofessional.

:44

1 Manual

Consumable .

Record Blanks
missing



/Test Author/

Publisher

Preschool Zimmerman/
Language Scale Steiner
(FiLS)

Preschool

up Language

Screening Test

Charles E.

Merrill
Publishing Co.

1969 -4

Nannah_L\
Gardner
Joyce Motion
Ricture Company
1974

Purpose/Description I Age Range/ Examiner

Disability Qualifications

Screening CA: 1 1/2 - 7

To determine ehild's receptive years
and expressive language Language

strengths and weakness,es in the level below 7

areas of auditory comprehension years.

and verbal ability. A language Speech

age and language quotient may impaired,

be computed. language

delayed,
mentally
retarded,
emotional and
behavioral
problem:,

mild phyinl
handicaps,
deaf.

Screening 3-5 1/2 years

Designed to be a screening Toddler

device for the purpose of Screening

identifying preschool children Section for

with a language deficit. ages 2 1/2 -

Sub-areas consit of visual 3 years

perceptton, motor developmentr''
auditory perception, and

conceptual development.
Normative data is provided for
both middle and lowersocio
economic categories: Raw

s'cores are conyerted to

percentiles.

Child Development

Specialist
Psychologist
Speech Therapist
Teacher
Administrator

it

Professional in any

field associated with
preschool/Oldren.

4

Other

1 Manual

1 Picture Book
1 Consumable

Scale

Materials not
provided: 5

common items

Test materials
complete

Consumable score
sheets:and
copy-me pages.

1 :2/



Test

Pub

hor/ Purpose/Description
isher

Psicho- ',Jedrys Screening
,

educational Kleppe , Pope & Assesses childs4s present j

Evaluation of Wortis functioning and level of .

the Preschdol achfevement in'foliowing areas:
Child Grune & Physical functioning and

Stratto 1972 sensory status, perceptual
functioning, comprehension in
learning for short-term
retention, language
comprehension, and cognitive
functioning.

Quick Mutti,

leurolcygical Sterling &
creening Test Spalding

(QNST)

Academic
Therapy
Publications
1978

Wechsler Wechsler

Preschool and
Primary Scle of The

Intelligence Psychological
(WPPS1) Corporation

1967

Screening
'To identtfy children with
learning disabilities. A total

scarf is pbtained by'tlbulating
the sCores on thp15 subtests
and is judged to be High,
Suspicious, pr Normal.

Assessment
Assesses the intellectual,
capabilitiee of the preschol
child. The 'two sub areas Df

Verbal and Performance are
divided into eleven subte.sts.

Raw scores tonverted to scaled
scores and IQ scores.

Age Range/ Examiner
Disability Qualifications

/ ,
Other

CA': 3-6 yrs. Should be familiar with M9nual ,

MA: 3-6 yrt. items, probes,
Developmental 'sequences, and
level must be materials. Examiner
adequate for shoul

age. 1, chil

Appropriate moti ted.

'for difficult
to test
children,

emotionall
di.sturb

behavior
problems. ,

be able to keep
in control and

Kindergart

(Age 5)

through Grade
12 .

Appropriate

for c en

suspected of
&Ong
learning
disabled.

CA: Z-30
months

All

disability
groups

Psychologist or persol
in helping profession,

hould have
administered a minimurp

of 25'QNSTs for
practice and have
excellent observation
skills:

Consumable
redbrd sheets
Materials not
Novided: 32

dommon items
including toys

(listed in
,manual).

I Manual'

Consumable

Recording Forms

Should have experience 'Test materials
in testing infants of 1complete. -

all ages, and be able 4,Consumable-

to effectively interact record forms.

with infants at various Miterials not

levels of-development. provided: 8

Should be thoroughly .01mmon items.
familiar with the

dirctions and scoring
procedure.

1111,1



Test Author/
Publisher

Progress Gunzburg

Assessment Chart
of Social ' Aux:Chandelips,

Perional P-A-C Dept.'

Development 1077

Form 0 (PAC)

Purpose/Description Age Wange/ Examiner Qualifications Other
Disability

Screening CA & MA: 0-8
years.

Mentally
Retarded

PAC is a systematic observation
instrument used to assess the
social functioning of an
indiyidual with mental

retardation. Sub-areas include
self-help, commuaicatidn,
socializatjon and occupation
(fine and gross motor). A

Social Competence Index is
computed for each subtest. The

SCI is a comparison measure and
the test does nq yield a
score.

Should be very familiar I set of manuals

with scoring and (Vol. I l& 2)

summarizing procedures.
25 consumable
Recording
Sheets.

V

-

40'



Test .

Psycho-.

educational.
Evaluation of
theyreschool
Child

Quick
Neurological

c, Screening Test
(QNST)

ft

Author/

publisher

Jedrysek,

Klapper, Pope &
Wortis A

Grune &
Stratton 1972

Sterling &

Spalding

Academic
Therapy
Publications

1978

Wechsler Wechsler
Preschool and
Primary Scale of The
Intelligence Psychological

(WPPSI) Corporation
1967

Purpose/Description

Screening
Assesses child's present
functioning and level of
athievement in following areas:
Physical functioning and,

,sensory status, perceptdal
functionINg, comprehension in
learning for short-term
retention, language
comprehension; and cognitive
functioning.

Age'Range/

Disability

CA: 3-6 yrs.
MA: 3-6 yrs.
Developmental
level must be
adequate for
age.

Appropriate
for difficult
to test

chiyren,
e.g.

emotionally

disturbed,
behavior
problems.

Screening Kindergarten
To iden ify children with (Age 5)

learnin disabilities. A total through Grade
score is obtained by tabulating 12

the sciies on the 15 subSests Appropriate
and is judged to be High, for children
Suspicious, or Normal. suspected of

being
learning
disabled.

Assessment
Assesses the intellectual
capabilities of the preschol
child. The two sub areas of
Verbal and Performance are
divided into eleven subtests. Or

Raw scores converted to scaled
scores and IQ scores.

CA: 2-30
months
All
disability
groups

Examinei
Qualifications

Should be familiar with
items, probes,
sequences, and
materials. Examiner
should be able to keep
child ig control and
motivated.

ifeti

Psychologist _or person

in helping profession.'
Should have
administered a minimum
of 25 QNSTs for
practice and have
excellent obeervation
skills.

Should have experience
in teating infants of
all ages, and be' able

to effectively ipteract
with infants at various
levels of development.
Should be thoroughly

familiar with the
dirctions and scoring
procedure.

Other

1 Manual

Consumable
record sheets
Materials not
provided: 32

common items

including toys
(listed in
manual).

1 Manual

Consumable
Recording Fopas

Test materials
complete.
Consumable
record forms.

Materials not
provided: 8

common items.

113
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Missing Test Materials

Environmental Prelanguage Battery (CPB) Manual

Animal Crackers ExaMiner Manual

Preschool Attainment-record Consumable Record Blanks

Bender Visual.Motor Gestalt Test Figure Cards

DROT

4



APPENDIX G
.

HIGH RISK INFANTS

f

DRAFT
Because of the compar*tively reeent early intervention movement to

prevent mental fetardation and other developmental disorders, a whole new

1--

population of "high,risk" or "at risk" infants has emerged. These
..

.

children, aged 0-3, are.not necessarily handicapped, although the potential

,for thefr becoming handicapped is much stronger than the population as a

whole. It must be emphasized, however, that these children may not receive

.special education services in thecState of Maryland until such time as they

are labeled "handicapped" and placed in a labeled category. It is entirely

the decision of the assessment team whether to label a child handicapped,

and this is done dn an indiv'idual case-bp:case basis. Our purpose here is

simply to discuss the term "high risk", and to offer suggestions for

tracking these children, so that special education services can be made

immediately available when and if the child ever falls into the category of

handicapped.

Categories of Risk

Three categories of,risk have been identified by Tjossem (1976):

1) Established risk infants are those whose early aberrant

development can be linked to a diagnosed medical disorder with a

known cause,'and their potential for delayed or abnormal

development is well known. Downs syndrome is a classic example

of this category. These children are usually identified as

handicapped very early in life and receive special educational

services.

111 11.Z0
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2) Environmental rtsk infants are those healthy infants due to low

socioecolnoic status, poor maternal, family, or ilealth care, or

lack of sufficient opportunity for appropeiate interpersonAl ands

social interactions. These referrals often come from social

welfare agencies.

3) Biological risk infants gave a history of petnatal, perinatal, or

neonatal events which may cause insult to the central nervous
1

systeM and sdnequently may cause aberrant development. These

are often premature or low birthweight infants. Infants who

suffer trauma at birth or develop severe medical/surgical

problems in infancy also fall'into this category. Referrals

often come from hospitals or other medical-related agencies.

These categories of risk are not mutually exclusive, and often occur

in.combination.

Cautions
BRUT

Infant tests are often poor predictors of intellectual status

later in early childhood. Additionally, some behaviors are

temporarily developMental (e.g. echelalia, neurological soft

signs deteced in infancy, etc.) To avo d mistakes in

identification a comprehensive assessmen must take place which

evaluates all areas of the infant's develo ent.

It is very easy to regard a high-risk inf t as certain to be

handicapped later. In fact, however, a great majority of these'

infants wil) show no later develogmental problems whatsoever.

103
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The reliability and validity of teits are oftet considered over

sensitivity (accuracy in identification of handicap) and-cost

(proportion of decisions made in error).

Mos at-44sk infants will end up developing normally. In most cases',

it is wi e to avoid labeling at this point unless a specific handicap is

determine

Tracking

Even though.these infants,may not receive special educational

services, it may be beneficial to track them so that outcome may be

recorded, and services provided if the child does become handicapped.

DRAFT

Children at environmental risk may be tracked through social and

welfare services in most cases. Children at biological risk may be tracked

through hospitals or developmental clinics. Pubic health nurses may be

able to monitor children of both categories.
.

k.7

It is sugge'sted that local educational agencies set up simple

interagency agreements whereby other agencies that are capable of

monitoring these high-risk children through their regular ,procedures or

services providing, can ,refer a child immediately upon suspicion of

handicapping conditions ta the educational agency for full assessment.

Another possibility is for the educational agency to obtain access to other

agency records, in order to check them periodically fOr.it risk children

who may now be in need of special educational services. These agreements

must Oe made accordirig to the needs and resources of each educational

104
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Summary

,
Again, the decision whether to label'a child handicapped and Provide

speical educational services remain entirely with the assessment team.

High-risk infants who do not become labeled handicapped may not be served

0 by the public schools, but may be referred to other agencies for services

and tracking. Bfologically high-risk infants are usually already being

monitored developmentally. Environmentally high-risk children may be

referred to sbpijil services agencies for family intervention, or to private

or other 'public intervention programs (e.g. private nursery'schools, Head
A

Start, etc.), It is important, however, to monitor these children so that

services become immediately available if necessary.

105
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DRAFT
Summary

Again, the decision whether to label a child handicapped and provide

special educational services remains entirely with the assessment team.

High-risk infants-who do not become labeled handicapped may not be served
,

by the public schools, but may be referred to other agencies for services

and tracking. Biologically high.risk infants are usually already being

monitored developmentally. ,Environmentally high risk children may be

referred to social service agencies for family intervention, or to private

or other public intervention programs (e.g. private ursery schools, Head

Start, etc.). It is important, however, to monitor these children so that

services become immediately available if necessary.
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1.

AREA: I. Child Find Public and Professional Awareness Development

OBJECTIVE: 1.1 To develop and implement a system (model) to build public and professional awareness.

Action Step
STATUS . IMPORTANCE

Implementation Steps
Planned

Partially
luplem.

Fully
Implem.
L

Desire-

able
Impor-

tent

Critical

1.1.1 ,Identification
of SEA personnel as
coordinator(s) of the

system.

t-.

.

o
co

.

.

X

,

-Utilize Child Find Coordinator or identify

person to coordinate system for the birth
to three population. .

.

. .

,

,

1.1.2 Identification
of all agencies to be
miae aware of Child
Find and special
education services.

.

.

X

;

.

-

,

.

.

X

.

-Continue efforts to Identify and inform
agencies.

4

,

,

owiri

wirg4 g

,

1 !) 7

.



2,

AREA: I. Child Find Public and Professional Awareness Developthent

OBJECTIVE: 1.2 To prepare personnel to conduct public and professional awareness.

STATUS IHFORtANCE

Implementation'Steps
i

Actidn Step

Planned
Partially
Implem.

Fully
Implem.

Desire-

able

Impor-

tant

Critical

1.2.1 Development ,

of a trainer of
trainer model spec-
ifying training
content.

.

X.

.

X

.

-This Model will assure consisttncy'and
continuity in implementation, but other
methods of dissemin4.tion of information

could be employed (e.g. handbook).

1

,

' .

1

.

1.2.2 Implementation
of New Directions for
the Handicapped -
Physicians Training
Project.

r-o

I

,

X

,

A

,

.

X

, 1
-Include private physicians in training project
as well as physicians from hospitals.

k

.

-

1.2.3. Implement
staff development
model.

1 9,,.)

X

..

.

, X

,

I:.

,
se

154
-00www

10.1rt
gilWv

.
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3. A

AREA: I. Child Find Public and Professional Awareness Developmene

OBJECTIVE: 1,3 To develop cooperative liaisons with state agencies involved with populations of young children.

Action,Step
STATUS IMPORTANCE .

ImplemenEation Steps

. .

Planned
Partially
Impiem.

Fully
Implem.

Desire-

able
.

Impor-

tant

Critical

1.3.1 Identify
types of personnel
in agencies who
will be appropriate
for liaison
activities,

1-.

1-.o .

,

X

.

X

N

,

1

.

D

,

,

_

1.3.2. Recommend

support from MSDE

specialists (graphic
arts, public infor-
mation) to assist
in campaign imple-
mentation.

13,,

X

.

,

,.

'

%X

.

,
,

,

1:10

poirt,
.00

l'i. , A



AREA: 1hi1d Find Public and Professional Awareness Development

OBJECTIVE: 1.4

4.

To develop a system (model) for using support services in an ekffective public and protessional

awareness campaign.

Action Step
:1'ATUS IMPORTANCE

_

Implementation Steps
Planned

Partially
Implem.

Fully
Implem.

Desire-

able

Impor-

tant

Critical

1.4.1 Identify
public information
resources at state
and local levels.

V

X X -LEA Child Find contacts have been designated
(coordinator).

.
,

1.4.2. Identify

and/or produce print
-and media materials

for dissemination
with interagency
input and partici-
pation.

I-I

,-.

X . X

.

.

lit
-Seek more interagtncy input and participation.

.

.,

.

1.4.3. Sharing of
produced documents

within and among
agencies.

X -For example, Child Find brochures and other
documents have been sent to other agencies,
and other agencies have shared information
'with MSDE.

.

f

1.4.4. Evalu and

revise materials
necessary.

,

.13 ,..

' X

. Wirt

01004/
1
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I. Child Find Public and Professional Awareness Development

OBJE' IVE: 1.5 To evaluate the effectiveness of the public and professional awareness campaign.

5:

.

Action Seep
STATUS IMPORTANCE

Critical Implementation Steps
le

Planned
Partially
Implem.

Fully
Implem.

Desire-

able
Impor-

tant

1.5.1. Determine
criteria for evalua-

tion.

,

X X -Utilize SSIS system to obtain information.
-Determine if information is reaching the

proper persons.

Aii

:

1.5.2. Compile data.

I-6
I-, '
t.,)

X

.
,

.

X -Survey general public.

1\

*

1014:0
)3

i

.

p

1.5.3. Revise pro-
cedures as necessary.

1 ...f

X X

.

i

Virl

1711

1 '4- 0

_
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.



6.

AREA: II, Child Find Activities,

OBJECTIVE: 2.1 TD denim an inteeagency system (model) to locate children birth to three years for the purpose
of identifying those who, may be handicapped and in need of special education f

a

Action Step

.

STATUS ' IMPORTANCE

Implementation Steps

.

'

1

1

Planned
Partially
Implem.

Fully
Implem.

Desire-

able

Impor-
tent.

Critical

2.1.1. Pursue inter-
agency cooperation
regarding common
criteria, use of
agency resources,
and use of compatible
processes:

4

State .

level

,

.

Local
.

level

,

A.

t

.

X

.

.

-Tap into neonatal intensive care nurseries.

OF

.

If

i

1

,

i

.

. 2.1.2. Develop
interagency lialson(s,
network for Child
Find activities.

.
'

I-
I-W

I

.

SEA -

I

r

.

.

.LEA

.

.

.

'

.

.

.

.

\

\

Olin
4

.

,

)
1

.

1

I

1

2.1.3. Develop pro-
cedure to transmit
Child Find data
among agencies.

,

.

SEA

.

LEA

-

.

,

.

X

.

-Establish log of referrals to share with

other agencies.

.

I%

1`4 ..i_ i

I

i

1



7.

G---RV/ II. Child Fin4 Activities

OBJESTIVE:
--la-To avoropriately prepare Child Find personnel.

Action Step
STATUS IMPORTANCE

Implementation Steps
1

1

Planned
Partially
Implem.

Fully
Implem.

Desire-

able
Impor-
tant

Critical

2.2.1. Identify
target audience.

X X - List is given in plan.
i

1

2.2.2. Develop

trainer of trainers

model.
.

t-
i-

P * .

.

/

X X

. ,

,

1

2.2.3. Develop

training content.
X X 11=0

=I
:31121111mom
110111114

.

2.2.4. Implement
staff development
model.

)
.1'4,3

X X

1,:id



8.

AREA: II: Child Find Activities

OBJECTIVE: 2.3 To evaluate the effectiveness of Child Find Activities.

z

STATUS IMPORTANCE

. Implementation Steps
...

Action Step

Planned
Partially
.ImRlem.

Fully
Implem.

Desire-

able ,

Impor-

tent
Critical

2.3.1 Determine
criteria for evalua-
tion.

--......

. .

X

A

,

X

.

-Measure referrals based on population.

#

2.3.2. Compile data.
.

.

t-,

ul
.

X

#

,

X -Determine how to gather data.
-Analyze data.

. =I

.

,

2.3.3 Revise pro-
cedures as necessary.

..

1.40

X X

.

ammo'

,

, 1 4 ../..

...

.



1

AREA: III. Screening

9.

OBJECTIVE: 3.1 To develop a system Imodel) to provide screening of children wtthin the birth to three population
who are suspected of having,handicapping conditions.

Action Step

, STATUS IMPORTANCE

Implementation Steps

.

Planned
Partially
Implem.

Fully
Implcm.

Desire-

able
iwpor-

tant

Critical

,3.1.1 Recommend
personnel to act as

coordinator(s) of
state level activ-
ities related to
interagency screen-
ing functions.

aN
.

.

.

Xua

.

4. .

..
.

.

.

X

...

-Interagency roordination exists -
screening efforts rieed to be expanded.

,
*

.

.

. .

.

Vir ' .
.

,

3.1.2 Pursue inter-
agency agreements.

cr%

.
.

X

,

.
.

X
a

CO

lillaril

O101114

.

.,

3.1.3 Recommend
guidelines to assist
LEAs in klordinating,
screening or pro-
viding screening
services for the
birth to three .

population.

X
.

.

X

..

% .

.

.



10.

AREA: III. Screening

OBJECTIVE: 3.2 To conduct screening with appropriately trained peraonnel.

Action Step
!STATUS IMPORTAK

. Implementation Steps

. .

Planned
Partially
Implem.

Fully
Implem.

Desiie.-

able
lmpor-
tant

Critical

3.2.1 Develop a
trainer of trainers
model.

,

1.-.
t-.
--.1

X
'

,

.

.

_

X
.

-Training already exists at local level-
can use to imprOve quality of screening
(will be time and cost effective).

.

'

. .

.\

,
3.2.2 Staff develop-
ment activities will
be tmplemented.

144

,

,

X

.

.

X

,

.

VIC:0

:P.
Wirt
101004

,
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AREA: III. Screening

11.

OBJECTIVE: 3.3 To utilize appropriate screening materials.

,..

Actien Step
STATUS IMPORTANCE

Implementation Steps
,

,

,

Pldnned
Partially
Implem.

Fully
Implem.

Desire-
able

Impor-

tent

Critical

3.3.1 Disseminate
guidelines and
procedures manual
to address administra-
tion and direct

services needs
germane to screening

functions.

t-4

t-
co

X (
X

's

..

/

3.3.2 Compile sample

instruments and
devices for review

of LEA's and coopera-
ting agencies.

1 4 1 ;

X

u

X -Presently being implemented.
-Provide more opportunity to LEAs to use

different instruments.
..

.

C=1

=2(IP"

.

"11111

1011.1111
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12.

AREA: _IA Screening

UBJECTIVE: 3.4 To evaluate the effectiveness of screening activities.

4

Acvlon Step

/

STATUS IMPOR1ANCE

Implementation Steps

.

Planned
Partially
Implem.

Fully
Implem.

Desire-

Nable
Impor- Critical
teat

3.4.1 Determine

criteria for
evaightion.

,

.

,

.

X

.

X -Percent of those screened who are .

actually diagnosed and placed.
-Criteria may include saving time and money.

3.4.2 Compile data.
,

I-. .

I-
u)

, X

.

-

.

X

.

.

3.4.3 Revise

procedures as
necessary. .

. .

X

_

.

-. .,..

.-

X

(

::2111:1

1,:X111....iisia

ow-111- 5

5100.4
.

.
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AREA: IV Aastimme_nt

OBJECTIVE:

/
13.

4.1 To develop a system (model) to provide for assessment of childien birth to three years

who are suspected of havIng alandicapping condition and in need of special education,
A

Aqion Step
41anned

STATUS

Partiadr
Implem.

.IMPORTANCE
Fully
Imp lem.

Desire-

able
Impor-
tant

Critical

4.1.1 Pursue
interagency agreement s,

Imp'ementation Steps

-ode/

I.

41.2 Recommend
guidelines to assist
LEAs in Coordinating,-

securing'or.providing-
assessment servicei;

for the birth to*:.
.three population. -

0

4.1.3 Recommend:
!guideline's to,assIst*

,,LEAs in implemAnting-

the assessment Process

0

A

-Utiliz4 Protection in Evaluation handbook
(MSDE).

AIL



14.

AREA: IV. Assessment

OBJECTIVE: 4.2 To develop personnel development activities relative to assessment of the birth to three population.

Action Step
STATUS IMPORTANCE

Implementation Steps
Planned

Partially
Implem.

Fully
Implem.

Desire-
able

Impor-

tent

Critical

4.2.1 Identifica-
tion of SEA coordin-
ator of inservice

traininrspecific to
assessment of the
birth to three

population.

X X

.

-LEAs are getting inservice as part of
State level initiated training.

,

I

4.2.2 Identifica-
tion of target

audience to be
trained:

t-
r.)r

X

,

X

.

e

,

,

2C:111

,

4.2.3 Identifica-
tion of multidis-
ciplinary consul-
tants for assess-
ment of the birth
to three population.

it,

.

-

,

,

.

X X
.

-

7;1111
,

.. smori

1000141

\
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AREA:

15.

IV. Assessment

OBJECTIVE: 4.2 Continued

Action Step
STATUS IMPORTANCE

Planned
Partially

Implem.

Fully
Implem.

Desire.- Impor-
able tent

Critical Implementation Steps

4.2.4 Utilization
of consultants in
determining trdining
content and appro-
priate training
format.

-Have used consultants - continue to do so.

ir

4.2.5 Utilization A
of appropriate
personnel (consul-
tants, MSDE and

"r
t..) cooperating agency

professionals) in
implementing state
and local level
training.

-Continue inservice.

cVe)

172*

4.2.6 Utilization
of state evaluation
system to determine

effectiveness of
training at local
level.

-Use State evaluation oonsistently.



16.

AREA: IV. Assessment

OBJECTIVE: 4.3 To identify technical assistance, resources to assist LEAs and caaperatingagenziRs_in_41rovidinb.
assessment to the birth to three population.

Action Step
STATUS IMPORTANCE ,

Implementation Steps

Planned
Partially
Implem.

Fully
Implem.

Desire-

able

Impor-
tant

Critical

4.3.1 Early Child-
hood MSDE specialists
will bk aliailable to
provide regional and/
or county biped
training to personnel

involved in igsess-
ment activities.

1

1

.

X

i

X

,

.

.

, .

.

.

4.3.2 A collection
of formal and in-
formal assessment
devices will be

Pcompiled for use in
...)

training sessions
1 and for review by
1 LEAs.,

,

X

.

41111

,

X .

.

.

4.3.3 Guidelines
suggesting sppro-
priate use of

instruments will be
distributed.

r

.

X

14,

X - de"

.

.

r

.

VO
111:21111

'IMP!

IMMO,

_

4
,

4.3.4 National,
regional andiocal

1 technieS1 assistance
I. resources will be
' identified.

1

i'

1

1

,

X

t

X

.

46
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AREA: IV. AsSealmant

OBJECTIVE: 4_.4 Tn pvaluate the effectiveness of the assessment process.

Action Step
STATUS

Planned
Partially

Implem.

Fully
Implem.

.,IMPORTANCE
Desire- Impor- Critical
able tent

Implementation Steps

4.4.1 Develop
criteria for eval-
uation.

L

-Longitudinal studies may be necessary.
-Criteria may include whether the placement
is appropriate. 4

-Utilize SSIS system.

4.4.2 Compile data.

4.4.3 Revise
procedures as
necessary.

J!' ..)

-

7071
sari
se-4
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MARYLAND STATE DEPARTMENT OF EDUCATION
Division of Special Education

200 West Baltimore Street
Baltimore, Maryland 21201

Early Childhood-Special Education Program

CONCEPT PAPER

Maryland has a statutory mandate to serve handicapped children birth

through age four who are found to be in need of special education and

related services. The following outlines the position of the Maryland
State Department of Education, Division of Special Education, relative to
services for very young handicapped children.

A. Assumption and Philosophy

In accordance with the mandate for service, the following assumptions

are made:

1. Children learn at a very early age:

Professional literature supports early intervention.

The handicapped infant needs special help in learning to use his

body and in understanding what he sees and hears.
Individualized developmental activities may be useeto stimulate
the child, to explore, and investigate:

The infant's curiosity can be used to encourage learning and

development.

2. The parent is the primary teacher for the infant:

Parents are the focus of the delivery of special education
services for infants since they are in a position to foster
experiences which are a part of the infant's life at home and
with his/her family in a variety of settings. Therefore, it is

our premise that the best approach is to provide training and
assistance to the parent or other caregivers.

In Maryland, the legislation provides the opportunity for
handicapped infants to receive full appropriate education. The

services provided in occurrence with the statuatory mandate are
directed specifically toward children who are determined through
appropriate assessment as having special education needs. Special
education services are designed for children identified as handicapped
in the 11 areas identified in Bylaw 13.04.01. The provision assumes:

a. that all handicapped children are able to learn in some

way,
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b. that a handicapped infant needs specialized intervention

to maximize self sufficiency,

c. that parents Land other caregivers are entitled to supportive
and specialized educational services, and-

d. that a portion of the total cost of an early childhood .

program may be recovered from the savings which.result as

participating students progress through schools requiring

less costly forms of education.

B. Types of Services

Three models may be used to deliver services to hanicapped
children frpm birth to age four - home based, center based and a

combination of home and center based.

Home Based Instruction'

Home instruction provides intensive one-to-one teaching of parent

and child in the most natural and least restrictive environment.
Teaching methods and materials are tailored to fit.A child's.learning

style, activity level, and attention span in harmony with his/her

daily routine.

Home instruction involves a teacher who sees families? perhaps as

often as twice a week. The special education* teacher may serve as the

leader of a multidisciplinary team of practitioners which may include

an occupational or physical therapist, speech-language pathologist,

nurse, social worker, or aide.

According to Shear (1976), the educational advantages to home

based services are:

1. Learning occurs in the parent and child's natural

environment.

2. There is direct and constant access to behaviors as theY '

occur naturally.

3. It is more likely that learned behavior will generalize and

be maintained if the behaviors have been learned in the

child's home environment and taught by the child's natural

reinforcing agent, parents. *

4. When instruction occurs in the home, there is more
opportunity for full family participation in the teaching

process.

5. There is iCcess to the full range of behaviors, many o
which could not be target for modification within a

classroom.

127



6. It is hypothesized that the training of parents, who already

are natural reinforcing agents, will provide them with

skills necessary to deal with new behaviors when they occur.

7. IndividNalization of instructional goals for both (parent

and cgld) is a ... reality. (pgs. 316-337).

Center Based Instruction

The design most frequently used involves several learning
stations where parent(s), child, teacher, and therapist or aide work

with the child on selected developmental activities. These

developmental activities may focus on motor., communication or,

cognitive learn

Because parents meet regularlypuyithin a group, this design is

likely to foster relationships amonrparents and facilitate both
informal and structured discussion of common problems and sollitions.

For the older handicapped preschooler, this design "affords in

opportunity for the child to have a variety of contacts with peers and
the staff" (Connor, 1978) and promotes the development of
socialization skills.

Home and Center Based Instruction

This design combines the above approaches. Children may be

seen in the home and in the center. A combination home and center

based model offers flexibility in meeting parent and child needs.

C. Consideration for Developing the Individualized Educational Program

Early intervention is based on the premise that the parent, as
the first and most natural teacher of the young child, ihould continue
in this role and that professionals can help parents to teach their
handicapped child effectively. Consequently, successful early

childhood education results from successful parent education.

The Admission, Review, and Dismissal Committee has the
responsibility for developing an IEP for each handicapped child.
Although the IEP generally focuses on the child's.educational and
therapeutic goals and objectives, both parent and child needs should
be considered when selecting the format and content of service

delivery.

Hands-on services by professionals on a daily basis is not

considered necessary or optimal for the efficacy of early

intervention. Exemplary programs federally funded for outreach and

replication generally provide one - two fmnily contacts each week with
home visits or center sessions lasting one - three hours.

Early intervention programs conducted ip Maryland generally

follow a similar pattern of regularly scheduled sessions.
Alt.
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Generalconsiderations for the determination of the type of
. . /

services include:

1. Compitment ta the philOsophy of providing, appropriate
training'to the parent without assuming the parent's natural

'teaching and ceregiving rule.

. A guiding principle In'effective early intervention

techniques is to incorporate educational techniques into the
.routine activities of daily living, assuring frequent

repetition in a natural setting.

The ARQ committee sHould consider increasing or'diminishing

frequency o services on-an,individual basis, based upon the child's

needs and parents: schedUle.

Transportation
4

Transportation of handicapped preschoeers shall be in accordance

with Bylaw 13.04.01.03H.

as
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APPENDIX D

. Interagency ogreement: Maryland State Department of Education

and Maryland State Deriartment of Health and

Mental Hygiene
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INTERAGENCY.ACREEMENT

4

Cooperative Aoreement between the Maryland State Department of

Education, Division of Special Education, and the Maryland State Department

of Health and Mental Hygiene, Crippled Children's Services, S.S.I. Disabled

Children's Program.

April 1, 1981

I. Rationale

There are a variety of federal and state mandates which require

the cooperative delivery of services to hand'icapped individuals.

P.L. 94-142, Section 121a.301, states that each state may use

whatever state, local, federal, and private sources of support are*

available in the state to meet the requirements of a free appropriate

public education.

P. L. 94-566, Section 51a.309 reouires cooperative agreements

-

among state agencies which provide services to disabled children.

The purpose of the cooperative agreement is to assure that services

under the plan are coordinated with all responsible agencies

providing services to disabled children and that all reasonable

efforts are made to use existing services and to obtain financial

support from these agencies.

Maryland Bylaw 13.04.01.030 states that the State Department of

Education, in collaboration with other state agencies, shall

establish, implement, and maintain state,interagency coordination to

insure the development of interagency Planning and implementation of

programs for handicapped children.

f
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In Maryland, the'State Coordinating Committee on Services to the

Handicapped was established in June 1978. One,of the Committee

charges was "to coordinate its efforts with all state agencies and

Departments serving the 'handicapped children of this state."

II. Statement of Issue

The Maryland State Department of Education is the designated

state agency responsible under P.L. 94-142, Matyland Educatio

Article 8.401, and'Maryland Bylaw 13.04.01 for assuring that all

handicapped children birth through 20, receive a free and appropriate

education and that each child has an individualized education program

apprOpriate to the child's special education needs.

The Maryland State Department of Health and Mental Hygiene,

Crippled Children's Services is the designated state agency

responsible for implementing the provisions of the Supplemental,

Security Income-Disabled Children's Program FSSI) under Title XVI of

the Social Security Act. Referrals of blind or disabled children

under the age of sixteen (16) are made by the Social Security

Administration to the State Agency administering the SSI/DCP. It is

the responsibility of the Supplemental Security Income-Disabled

Children:s Program to provide an Individual Service Man (ISP) to

meet the comprehensive needs of the child receiving SSI benefits

under the age of 16. The Supplemental ecurity Income-Disabled

Children's Program is responsible for the administration of a State

Plan which prtivides for couriseling, establishing'and monitoring of

individual service plans, referrals for disabled children under 16

1 k'
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yearS Of age, and the provision of medical, social, developmental,

and rehabilitative serviaes for: disabled children under seven years

of age, a; well as for those children 7-16 yeers who have never

attended publtc school.

III. Purposes of the Agreement

It is-the intent 0 this agreement to: (1) specify each agency's

responstbility to the handicapped individual; (2) delineate those

services-to be provided by each agency; (3) define the process whereby

each agency assumes the financial responsibility for providing the

service to the individual; (4) provide a mechanism for an

uninterrupted flow of services to the individual as indicated in both

the individualized education plan (IEP) developed by education

(including therapy services), and in the Individual Sei'vice Plan

-developed by the SSI-Oisabled Children's Program; (5) provide a system

for joint planning at the local leve4 to insure that all resources

will be utilized in an effective manner; (6) attempt to eliminate the

duplication of services; and (7) establish and maintain channels of

communication and cdordination at the state level and provide a

mechanism for collaboration at the local level.

A. Referrals

Referrals to both agencies shall be a combined

responsibility. The Oepartment of Education (through local school

systems) and the SSI/OCP.will refer those disabled children to

the appropriate agency/resource for supportive services.
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1. Referrals to SSI/DCP

A. All referrals from an educational agency should be

for disabled children age 0-16 years of age who are.

receiving SSI benefits.

B. Referrals should be made to the appropriate case

manager (see attachment) of the SSI/DCP adcording to

the child's geographical location (home) with

information related back to the school system

indicating additional services and case status.

C. SSI/OCP will have form for referral (see

attachment).

2. Referrals to Department of Education

A. Referrals to an educational agency for special

education services should be coordinated through the

local Child/Find Coordinator or administrator for

special education with feedback from the Local Child

Find Coordinator to the SSI/DCP case manager indicating

follow-up services, school placement, etc.

B. Referrals will be accepted for those children age

0 through 20 years of age.

C. Referrals may alio be made to the State Child Find

Hotline 383-6523.

B. Exchange of Information

The exchange of information between the Department of

Education, local- education agencies, and SSI/DCP shall be mutual.

It is expected that information concerning clients will be

exchadged for professional use with appropriate safeguards to
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protect its confidential,nature. Signed consent for referral by

a parent or guardian shall be required by both agencies for all

dependent children. Primary responsibility for obtaining the

necessary release of information will be that of the ref4rring

agency.

1. The exchange of the Individualized Education Plan (IEP)

and the Individual Service Plan (ISP) shall be automatic

(with signed parental consent) and free flowing for those

persons from both agencies working with the child and

participating in the development of the plans.

2. The SSI/DCP program director will identify monthly by

county to'the Department of Education those children who are

SSI recipients with signed parent consent. This information

will be sent to LEA Special Education Supervisor.

3. Any new evaluations or assessments done by the LEA for

the SSI child should be sent to the case manager.

Responsibility for any costs for duplication will be.

mutually determined by the SSI/DCP case manager and the LEA

lesignee.* All evaluations obtained by the SSI/DCP case

manager pertinent to the educational needs of the child will

be sent to the local supervisor of special_education, with

signed parental consent.

4. Only that information which is originated by the two

agencies will be released.
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C. Development of Individual Service Plans and Individualized

Education Plans

loth the ISP and the IEP are to be written and based upon a

multi-disciplinary assessment of the child's needs and strengths.

Every effort should be made to insure that a representative from

both agencies participates in the planning of the IEP and ISP. .

This is consistent with the multi-disciplinary team approach in
4

the SSI/OCA and the Admission, Review, and Dismis'sal Committee

(ARO) in the local education agencies.

1. The SI/OCP case manager will be included in the

planning of the IEP, the annual.review of the IEP, and the

re-evaluation of the IEP for those SSI recipients known to

SSI/OCP.

2. Local education personnel (designated by the special

education supervisor) will be included in the planning and

development of the ISP.

3. In those cases where LEAs have developed an 1EP which

meets the content requirement and is appropriate to the

needs of the ISP, the IEP will be incorporated into the ISP.

4. Whenever a significant event occurs with the client,

that will interfere with the objectives written in the IEP

or ISP, there will be-0 cooperative exchange of relevant

reports originated by the agencies, with signed parental

consent..
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D. Provision of Services

1. SSI/DCP

According to the Public Law 194-566. with funds made

available under said Act, the SSI/DCP is mandated to provide

for counseling, development of individual service plans, and

referral for disabled children under 16 years of age, and

provides medical, social, developmental and rehabilitative

services for disabled children under 7 years of age and

those wtio have never attended public school. However, the

program is also mandated to explore and utilize services

provided by other federal, state and local agencies, and

community resources before utilizing SSI/DCP funds. When

ail other resources legally mandated to prbvide services to
,

SSI children 0-7 years have been utilized or are not

available, the SSI/DCP may provide the required services

needed to carry out the objectives set forth in the child's

individual service plan.

Pliblic Law q4-566 mandates that SSI/DCP funds can be

spent to'purchase services only for those childrnn age 0-6

years of age or those children 7-16.years of age who have

never attended public school, provird 'no other agency is

mandated to provide the service. Services can continue

beyond the agt Of six or beyond the termination from SSI, if

abrupt termiiition of services would tie contrary to aood

medical practice.

The following services may be provided to blind and

disabled children receiving SSI benefits: (Services'may

include but are not limited to the following:)



a. Preventive, diagnostic, and treatment services of a

physician and, as appropriate, physician extenders;

b. In-patient and out-patient hospital services;

c. Dental services;

d. Nursing services;

e. Home health services;

f. Social services;

g. Rehabilitative services including long-term and

short-term physical and occupational therapy;

h. Speech and hearing services;

i. Vision services;

). Child development services;

k. Mental health services;

1. Counseling services including rehabilitative,

developmental, social, occupational, and educational

counseling;

m. Allied health services;

n. Pharmaceutical services including the provision of

drugi;

o. Medical device and related services;

p. Transportation services needed to carry out the

individual service plan;

q. Emergency medical services;

r. Nutrition services as needed to assist in carrying out

the individual service plan;
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s. Reading and interpreter services for the deaf and

blind; and

t. Other services necessary to assist in carrying out the

individual service plan.

2. Department of Education

4.

Public Law 94-142 mandates that the State Department of

Education have in effect polides which insure that all

handicapped children have the right twa free appropriate
,

..

public education. All children who are handicapped,
A

regardless of the severity oftheir handicap, and who are in

need of special education and related services must be
.t1

identified, located, evaluated and ptovided an appropriate

program of special education and related services to meet

their individual needs. Related services may include

transportation, and such developmental, co;rective, and

other supportive services (sincluding speech pathology and

audiology, psychological services, physical and occupational

therapy, recreation, and medical and counseling services,

except that such medical services shall be:for diagnostic

and evaluation purposes only) as may be required to assist a

handicapped child to benefit from special education and

includes the early identification and assessmi'nt of

handicapping conditions in children.

P. L. 94-142 riakes a number of critical stipulations'

which must be adhered to by both the state and its .

localities. These stipulations include: .,

..
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assurance of extensive child identification

procedures;

assurance of "full service" goal and detailed

timetable;

a guarantee of complete due process procedures.;

the assurance of regular parent or guardian

consultation;

maintenance of programs and procedures for

comprehensive personnel development including inservice

training;

assurance of special education being provided tQ all

handicapped children in the "least restrictive"

environment;

assurance of procedures which insure nondiscriminatory :

testing and evaluation;

a guarantee of policies and procedures to protect the

confidentiality of data and information;

assurance of the maintenance of an individualized

education program (IEP) for all handicapped children;

assurance of an effective policy guaranteeing the right

of all handicapped children to a free-appropriate

public education, at no cost to parents 'or guardians;

assumance of procedures to provide a surrogate to act

for any child whose parents or guardians are either

unknown or unavailable, or when said ohild is a legal

ward of the state.
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IV. Liaison Representatives

A. State

The administrators or their designees of the respective

/1

,

agencies will insure time and staff necessary to insure .

appropriate liaisgn for implementation of this agreement. The

state liaison representative in the SSI/DCP will be the program

director. In the Department of Education, the liaison will be

the interagency specialist and the regional administrators.

B. Local

In the SSI/DCP, the liaison will be the case managers. In

the local education system, the liaison will be the LEA special

education supervisors or their designee.

V. State Plans

The Maryland State Department of Education and the Supplemental

Security Income - Disabled Children's Program unit agree to exchange

copies of their'approved State Plan and to keep the ether agency

informed as to pertinent changes that would affect interagency

cooperation. .

Each agency will be familiar with and responsible tpr

interpreting, when appropriate, the intent of the other state agencies

program to people at varioUs levels as they work cooperatively to

integrate the to programs.

?6
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VI. Review of this Agreement

- At least annually, there will be a renewal of this agreement by

the State liaison representatives of the two agencies 4,13 update,

review, and revise services as needed. At these meetings, problems,

including financial responsibility, may be identified, issues

discussed, and problems resolved. Amendments can be made by mutual

agreement. Annual reports will be provided to appropriate personnel

in both agencies. The components of this agreement will be reviewed

with new personnel in both agencies to assure awareness and to fulfill

the terms of this agreement on an ongoing basis.

CHARLES R. BUCK, Jr., Secretary
Department of Health & Mental
Hygiene

Judson F. Force, M.O., M.P.A.
Director
Developmental Disabilities
Administration

t.

1
7

DAVID W. HORNBECK
Superintendent of Schools
Department of Education

martha J. Irvin
Assistant State Superintendent
Division of Special Education
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